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 Early intervention services are intended to be family-centered, meaning families are 
honored, respected, and involved in service delivery (Dunst, 2002). However, little research has 
been conducted to explore family perceptions of their participation in early intervention services. 
This study explored 12 families’ perceptions about their experiences in an early intervention 
designed for toddlers with autism spectrum disorder (ASD). 
 One framework through which to examine parent perceptions of interventions is 
implementation science. The Formula for Success in implementation science posits: (a) 
innovations, or intervention components, such as goals, strategies, and materials; (b) 
implementation processes such as coaching and using intervention strategies; and (c) contextual 
factors such as when, where, and how long the intervention is delivered work together in leading 
to optimal outcomes (National Implementation Research Network; NIRN, Blasé & Fixsen, 
2013). As a result, obtaining parent perceptions focused on these constructs could provide 
information regarding whether early interventions are meeting families’ needs and priorities.  
 Twelve interviews were conducted with parents who participated in an early intervention 
designed for toddlers with ASD. Data were systematically coded using an exploratory approach 
to develop themes and subthemes. The results indicated parents perceived participation in the 
intervention as a positive experience, but shared a few challenges and suggestions to improve 
their experiences. Parents found intervention components to be particularly helpful such as paper 
 iv 
copies of homework, visuals, and countdowns. They suggested intervention components that 
would have enhanced their experiences such as individualized exit summaries and online 
resources. Parents reported mixed levels of involvement in goal development processes. Parents 
found implementation processes such as watching models and receiving feedback as helpful. 
They developed strong relationships with their interventionists, positively impacting their 
implementation experiences. Parents reported mixed levels of comfort practicing strategies and 
mixed levels of success applying strategies to daily routines. Parents found contextual factors to 
be helpful such as service delivery in home and clinic settings. They reported contextual 
challenges such as scheduling sessions and the intervention’s limited duration.   
 The findings suggest the need for individualized early intervention services focused on 
families’ unique structures, dynamics, priorities and strengths. Practice and research implications 
are discussed. 
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The diagnosis of autism spectrum disorder (ASD) is characterized by deficits in social 
communicative behaviors and the presence of restricted, repetitive behaviors (American 
Psychiatric Association, 2013). Autism spectrum disorder is increasing in prevalence with the 
Center for Disease Control and Prevention (CDC) now estimating 1 in every 59 children born in 
the United States will be diagnosed with ASD (CDC, 2018). Due to advancements made in the 
field of early detection and early diagnosis, ASD is being recognized and diagnosed earlier than 
in previous years (Boyd et al., 2010; Guthrie, Swineford, Nottke, & Wetherby, 2013; Turner-
Brown, Baranek, Reznick, Watson, & Crais, 2013), leading to an increased need for effective 
early intervention (Boyd et al., 2010; Siller et al., 2013). Research indicates that the earlier 
interventions begin, the better the outcomes for children with ASD (Fenske, Zalenski, Krantz, & 
McClannahan, 1985; Wallace & Rogers, 2010). Therefore, research is increasingly focusing on 
developing and identifying efficacious early intervention models for very young children (birth 
through 3 years old) with ASD (e.g. Brown & Woods, 2015; Rogers et al, 2014; Siller et al., 
2013). One essential component of effective early intervention is family engagement in 





Family-Centered Services in Early Intervention 
Family-centered services have been considered best practices within early intervention 
service delivery for some time now (Part C of Individuals with Disabilities Education 
Improvement Act; IDEIA, 2004). Family-centered services are defined as practices respecting 
and honoring families’ critical roles in their child’s development by providing families with the 
necessary information to make informed decisions about their child’s services (Dunst, 1985; 
Dunst, 2002). The Division for Early Childhood of the Council for Exceptional Children 
Recommended Practices (DEC, 2014) include a family competency area focused on family 
capacity building and collaboration with families, further supporting the idea that early 
intervention services should be focused on collaborative partnerships between families and 
practitioners. It has been recommended that such partnerships should build upon unique family 
strengths and resources while identifying and responding to families’ priorities and needs (DEC, 
2014; Depts. of Ed. & Health and Human Services, 2016; Able, Amsbary & Zheng, 2017). 
Further, the practice of recognizing and engaging families as collaborative partners was the focus 
of a recent policy statement on family engagement released by the United States Departments of 
Education and Health and Human Services (2016). The ultimate goal of such services should be 
to work together continuously with families to obtain optimal outcomes for children and families 
in early intervention.   
Stakeholder Inclusion in Early Intervention: Implementation Science 
Based on the premise of family-centered services, collaborative parent and professional 
partnerships also should extend to partnerships between families and researchers in the early 
intervention field. This would include active family engagement in the development, 
implementation, and refinement of early intervention models. Such an approach to research 
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design and implementation would warrant the inclusion of parents as consumers in the design of 
research questions or projects. The approach lends itself to translational research where there is a 
cyclical relationship between research informing practice as well as practice informing research. 
One mechanism to engage parents in research is to gather information from them to guide future 
interventions. In particular, it could be helpful to obtain information from parents following their 
experiences in early intervention in order to identify what is working well and what is not 
working well.   
Evidence-based practices (EBPs) are intervention approaches and strategies that have led 
to improvements in outcomes as tested by experimental designs (e.g. Odom & Fettig, 2013; 
Odom et al., 2013), and are intended to be used by practitioners and families. Yet, EBPs that 
work in highly controlled research settings do not necessarily work in practice, or in real-world 
settings (Dawson & Bernier, 2013; Elsabbagh et al., 2014; Odom, 2009). There are a multitude 
of factors that affect the use of EBPs by practitioners and families in early intervention such as 
the intervention components themselves, and how, where, and when the interventions are 
delivered (e.g. Damschroder et al.; Meyers, Durlak, & Wandersman, 2012).    
One field that has stemmed from this focus of EBPs application in real-world settings is 
the field of implementation science. Kelly and Perkins (2012) define implementation science as 
“a new area of scientific, academic and practitioner interest focused on exploring and explaining 
what makes interventions work in real-world contexts” (p. 3). Thus, implementation science is 
the practice of studying ways in which interventions are disseminated into practice and used 
effectively by practitioners and consumers. This process begins with creating partnerships with 
community stakeholders (including parents and family members), and continuously working 
with stakeholders as they participate in an intervention to gain feedback and make modifications.  
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Implementation science plays a key role in understanding and interpreting the successful use of 
EBPs by everyday providers and in closing the research-to-practice gap (Meyers, Durlak, & 
Wandersman, 2012; Odom, 2009). In order for providers and parents to successfully use and 
implement EBPs, it is necessary to study, evaluate, and ensure high quality implementation 
processes. In fact, Fixsen, Blasé, Naoom, and Wallace (2009) describe that which connects 
science (EBPs) to service (practice) as implementation. As a result, it is important to closely 
examine implementation experiences as perceived by stakeholders, or families in early 
intervention.  
Early Intervention Models for Infants and Toddlers with ASD 
Preliminary research on early intervention models for infants and toddlers with ASD 
suggest that they can result in improved child outcomes (e.g., Brown & Woods, 2015; Rogers et 
al., 2014; Schertz et al., 2013; Siller et al., 2013;). In studies that collect social validity data, the 
overwhelming majority of parents are rating such models as socially valid meaning that parents 
perceive these interventions as feasible and effective in regard to treatment goals, procedures, 
and outcomes (Bradshaw, Steiner, Gengoux, & Koegel, 2015; Wolf, 1978). Many of these 
models fall into the category of Naturalistic Developmental Behavioral Interventions (NDBIs) 
and include both elements of child development and learning in addition to applied behavioral 
analysis (Schreibman et al., 2015). Naturalistic Developmental Behavioral Interventions emerged 
as researchers came to understand child development and the ways in which children learn as 
well as the effectiveness of behavioral interventions. Specifically, children are more effectively 
able to generalize skills when interventions are integrated into everyday routines and activities, 
or into activities children would already be doing such as playing (e.g., Carr & Kologinsky, 
1983; Schreibman et al., 2015). In addition, NDBIs appear to be especially effective when used 
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with very young children with ASD (Schreibman et al., 2015). In order to implement strategies 
within children’s daily routines and activities, parents and family members are often coached to 
implement the intervention strategies. In fact, preliminary findings suggest that including parent 
coaching as part of the intervention model enhances child progress (Schreibman et al., 2015).   
Background on TEACCH for Toddlers 
 One NDBI used with toddlers with ASD and their families is TEACCH for Toddlers 
(TFT). Though not manualized, it may be considered an NDBI as it combines one NDBI, the 
Early Start Denver Model (ESDM; Rogers & Dawson, 2010), with the EBP structured 
TEACCHing (TEACCH; Mesibov, Shea, & Schopler, 2005; Turner-Brown, Hume, Boyd, & 
Kainz, 2016; Welterlin, Turner-Brown, Harris, Mesibov, & Delmolino, 2011) to address 
individualized goals for toddlers with ASD and their parents or caregivers. The intervention 
applies both developmental and behavioral approaches in addition to coaching parents to 
implement the intervention throughout their daily routines and activities. The TFT intervention 
includes either two 2-hour sessions or one 1.5-hour session for children and parents in the 
TEACCH clinic and one home visit from an interventionist per week over a 12 to 24-week 
duration. The clinic sessions target individualized child goals in a structured setting and 
throughout routines and activities in which the children would already be engaging, such as play 
time and snack time. There are also designated table tasks using structured TEACCHing work 
systems for each child to complete with an interventionist. The model includes a 30-minute 
parent coaching session during one of the clinic sessions per week and parent coaching during 
home visits in which parents are coached to implement intervention strategies throughout their 
daily routines and activities. As part of the intervention, a routine-based form is filled out to 
determine during which routines and activities to implement TFT. As a result, parents also may 
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also be coached in the community and during daily activities outside of the home. The 
interventionists utilize the ESDM Curriculum Checklist that includes hierarchies of receptive 
communication, expressive communication, social skills, imitation, cognition, play, fine motor, 
gross, motor, behavior, and adaptive skills (Rogers & Dawson, 2010) to determine individualized 
target goals for each child during the intervention period. Parent goals are developed based on 
parent priorities and needs.  
Statement of the Problem 
 Though NDBIs and similar early intervention models generally recommend and 
incorporate parent coaching and encourage the integration of interventions into everyday 
routines and activities, very little is known about what occurs when parents and families 
participate in and implement these types of intervention models as part of their daily routines and 
activities (Schreibman et al, 2014; Stahmer et al., 2017). In other words, little is known in regard 
to what intervention components, implementation processes, contextual factors, and stakeholder 
beliefs and characteristics are leading to successes or challenges in implementation, ultimately 
leading to improved child and family outcomes. Outside of highly controlled research 
environments, it is difficult to ascertain what parents and families are actually experiencing 
relative to the intervention coaching and implementation within their home and community 
environments. Thus, given the family-centered focus in early intervention coupled with an 
implementation science perspective, it is important to examine parents’ implementation 
challenges and successes, and their perceptions of their children’s progress. This information 
from parents could help determine how the intervention models might best fit into their lives in 
meaningful and useful ways. In sum, there is a need for direct and focused parental and family 
input as the primary consumers of early intervention EBPs if we desire for these models to be 
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effective, relevant, and applicable to their daily lives. Such information from families would 
additionally assist in creating the collaborative partnerships as mandated by recent policy 
initiatives (United States Departments of Education and Health and Human Services, 2016).  
 Specifically, applying the National Implementation Research Network’s (NIRN) 
Formula for Success leading to improved outcomes to TFT, there is a need to determine 
underlying (a) effective innovation/intervention components such as clear descriptions and 
understanding of target goals, strategies, and outcomes; (b) effective implementation processes, 
such as the coaching process and the extent to which parents and others are able to deliver the 
intervention strategies; and (c) enabling contexts, such as where and during which routines and 
activities the intervention is applicable and effective; that parents perceive as leading to 
successes and challenges for achieving improved outcomes (NIRN; Blasé & Fixsen, 2013). All 
of these constructs contribute to parents’ abilities to implement the intervention throughout their 
daily routines and activities as intended.  
Purpose of the Study 
The present study explored family perceptions of their participation in TFT. Specifically, 
12 retrospective interviews were conducted with parents who had completed the TFT 
intervention regarding their perceptions of the intervention’s usefulness and applicability to their 
daily lives. Of the 12 interviews, eight were with mothers only, three were with a mother and 
father, and one was with a mother and grandmother. The interview data were explored and 
analyzed regarding families’ perceived lived experiences participating in and implementing TFT. 
Questions focused on (a) whether families felt included as collaborative partners in the 
intervention process, (b) whether and which parts of the intervention worked well, (c) whether 
and how well families felt they learned to implement the intervention, and (d) whether the 
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intervention was useful and applicable to their daily lives. Additionally, families were asked 
whether they felt there was anything that could have been done differently or more effectively 
for their family. Specific data were collected regarding the parents’ perceived experiences in the 
parent coaching process, and how it impacted their ability to participate in and implement the 
intervention in their daily lives. The following research questions were addressed to gain an 
understanding of parent and family lived experiences as participants in TFT. 
Research Questions: 
1. What innovation/intervention components of TFT (goals, strategies, and materials) do 
parents perceive as helpful or not helpful in leading to successful implementation in their 
daily routines and activities for achieving positive child and family outcomes? 
2. What aspects of the TFT implementation and coaching processes do parents perceive as 
helpful or not helpful in leading to successful implementation in their daily routines and 
activities for achieving positive child and family outcomes? 
3. What contextual factors (when, where, and during which activities TFT is delivered), do 
parents perceive as leading to successful implementation in their daily routines and 
activities for achieving positive child and family outcomes?  
Major findings in the study indicate parents were highly satisfied with the TFT 
intervention and had positive experiences as intervention participants. Although there was 
agreement between parents on a number of themes and subthemes, very few were agreed upon 
by all participants. As a result, the varying parental perceptions regarding all constructs explored 
strongly supported early interventionists’ devoting time and resources to truly understanding 
individual family styles, structures, dynamics, and preferences in order to deliver true family-
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centered services. Some specific parental perceptions relative to intervention components, 
implementation processes, and contextual factors are discussed below.   
Parent participants perceived intervention components such as homework and specific 
strategies integrating visuals and child interests as particularly helpful. Parents perceived 
coaching practices such as watching the interventionists’ model strategies and receiving 
thoughtful feedback during coaching sessions as useful and effective. They also reported that 
they learned to use the intervention strategies through the coaching processes. Parents explained 
positive experiences were influenced by the personal qualities and skills of the interventionists 
and the strong trusting relationship that developed between themselves and the interventionists. 
They further perceived the context of service delivery including clinic and home sessions as 
enhancing their positive experiences in the intervention.  
Importantly, parents felt their children’s goals were appropriate and matched what they 
wanted their child to learn, yet did not consistently report involvement in the child goal 
development. They also rarely recalled developing parent goals for themselves. Parents desired 
some additional information related to ASD, available community resources, and simple 
individualized directions following their completion of the intervention. Regarding 
implementation, parents had mixed levels of comfort practicing the intervention strategies in 
front of their interventionists. They also reported mixed levels of successes integrating the 
strategies into their daily lives. Contextually, parents felt the intervention could have been longer 
and experienced some challenges fitting the fixed intervention session times into their schedules.   
These data exploring parent implementation experiences provide some insight into ways 
in which early intervention models and services might be increasingly family-centered and 
focused on the everyday realities of family life and experiences. For example, early 
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interventionists may regularly bring paper copies with information regarding strategies for 
parents to try as “homework” during their service delivery. This approach would help families 
recall the content and remember to implement the intervention. There additionally appears to be 
a need for increased efforts to involve parents and families in goal development processes. Early 
interventionists could consider incorporating specific parent and family goals in their service 
delivery focused on understanding ASD, evidence-based practices, and developing specific 
resources for families to pursue following services. Interventionists should ensure these 
recommendations align with unique family priorities, dynamic, and structure in addition to 
individualized child needs.  
In parent coaching, early interventionists should focus on building a strong relationship 
with parents and families as recommended in service delivery (DEC, 2014). Interventionists may 
also focus on modeling specific strategies for parents and providing careful and thoughtful 
feedback. Early intervention service delivery in a structured clinic in addition to the natural 
environment is also a consideration for optimizing parents’ abilities to learn to use the 
intervention strategies with their children. In sum, parents’ perceptions indicate the need to 
individualize early intervention services in order to match service style and practice with unique 
family characteristics, dynamics, structures, and preferences.    
Conclusion 
The present study provided some needed insight regarding the implementation of 
research-based interventions by families in their daily routines and activities with their children. 
As the importance of including stakeholders in intervention development and processes becomes 
essential to effective implementation and optimal outcomes, there is a need to obtain stakeholder 
perceptions of lived experiences as participants in interventions. In early intervention, with a 
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family-centered focus, the importance of including families in these processes is especially 
relevant and important to understanding whether (a) intervention components align with 
families’ priorities, (b) implementation processes lead to parents feeling empowered following 
participation in early intervention, (c) contextual factors are meeting parents’ and families’ 
priorities, and (d) families and parents feel the interventions led to improved outcomes. Though 
the data provide only a small glimpse into families’ lived experiences, it is a needed glimpse in 





















Literature Review  
 
Research consistently indicates that the earlier interventions begin, the greater the long-
term outcomes for children and families (Boyd et al., 2010; Fenske, Zalenski, Krantz, & 
McClannahan, 1985; Wallace & Rogers, 2010). In order to achieve the maximum effects, early 
intervention services should be family-centered and, thus, families should be active participants 
in their children’s early intervention services (Part C of Individuals with Disabilities Education 
Improvement Act, 2004; DEC, 2014; Depts. of Health and Human Services and Education, 
2016). In attempts to include parents and families as active participants, early intervention 
models often include parents in decision-making related to child goals (e.g., Wetherby et al., 
2014). In addition, parent coaching and support for parents to implement intervention strategies 
throughout everyday routines and activities is often an integral element of early intervention 
models (e.g., Schreibman et al., 2015; Wetherby et al., 2014). Yet, little is known about how 
parents perceive their experiences, and how those experiences relate to their ability to implement 
early intervention strategies within their daily routines and activities (Stahmer et al., 2017). 
The following literature review begins with a description of early intervention service 
provision incorporating a theoretical grounding in the family systems model (Dunst & Trivette, 
1988; Trivette, Dunst, & Hamby, 2010) and the Transactional Theory of Child Development 
(Sameroff, 2004). Next, implementation science provides a conceptual framework used to 
describe constructs contributing to optimal outcomes in implementation of family-centered early 
interventions. The review then describes existing early intervention literature related to the 
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following constructs: (a) components of effective interventions/innovations, (b) effective 
implementation and coaching processes, and (c) enabling contexts in early interventions for 
young children with ASD. The review is organized by the three constructs and summarizes 
literature in early intervention related to each construct, followed by literature related to parent 
perceptions of each construct. Finally, the constructs are described as they relate to an 
intervention designed for toddlers with ASD, TEACCH for Toddlers (TFT). The literature 
supports the importance of gaining an understanding of families’ perceived lived experiences in 
early intervention regarding their implementation of interventions within their daily routines and 
activities.  First, an overview of early intervention is provided.   
Early Intervention 
Early intervention, as described in the present paper, consists of intervention services 
provided to children with developmental delays and disabilities from birth though 3 years old. In 
the United States, early intervention services for children birth to 3 years old fall under Part C of 
the Individuals with Disabilities Education Improvement Act (IDEIA, 2004). Part C of IDEIA 
mandates that early intervention services be delivered in the child’s natural environment (i.e. 
home, community, or daycare) and services be family-centered (i.e. focusing on family needs 
and priorities). The Division of Early Childhood (DEC, 2014) of the Council for Exceptional 
Children Recommended Practices for early intervention additionally include family-
centeredness, family capacity building (providing families with knowledge and skills), and 
family collaboration with early intervention providers (families as partners in early intervention 
services) within consideration of best practices. Recent policy also emphasizes active family 
engagement in early intervention services (Depts. of Health and Human Services and Education, 
2016). As a result, early intervention services are intended to focus on family needs and priorities 
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and to include families as active, collaborative partners in service delivery. Research indicates 
that early intervention delivered in a family-centered manner, holds many benefits for children 
and families including improved developmental outcomes and potential reduction in the need for 
special education within the public-school setting, in turn, proving to be cost-effective (Carter et 
al., 2011; Turnbull, Stowe, & Huerta, 2007).   
An important component of service delivery in the natural environment is that early 
interventions are meant to be implemented throughout the family’s and child’s daily routines and 
activities (DEC, 2014; IDEIA, 2004). This is because children are afforded more opportunities to 
learn and generalize skills in the context of activities in which they are already interested and 
engaged (e.g. Dunst, 2001; Rogoff, 2003).  
Family Characteristics   
In a family-centered service delivery model, it is necessary to recognize and accept 
families’ individual characteristics (e.g., Fixsen et al., 2005; Feldstein & Glasgow, 2008; 
Dingfelder & Mandell, 2011). Important characteristics to consider regarding parents and 
families as stakeholders in early intervention include age, gender, education level, 
socioeconomic status, and familiarity with an intervention’s content (Feldstein & Glasgow, 
2008; Dingfelder & Mandell, 2011). For example, if a parent participating in a particular early 
intervention is already familiar with its content, it may be perceived as simple as compared to a 
parent who has no familiarity with the content. Much in the same way, previous experience 
implementing interventions with other children may influence parents’ perceptions of the 
coaching and implementation processes.  
A parent’s individual sense of his or her own ability to participate in, use, and implement 
an early intervention lends itself to capacity building and empowerment for a parent to 
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implement an intervention (e.g., Damschroder et al., 2009). The relationship that an individual 
has with an organization (or a specific provider) as well as his or her role within that 
organization will impact their level of commitment to receive or deliver an intervention 
(Damschroder et al., 2009; Feldstein & Glasgow, 2008). This relates directly to the importance 
of parents’ perceived relationship with the agency providing the intervention and the 
interventionists as coaches. If a parent perceives an agency and coaches within the agency as 
strong and supportive, it is likely the parent may be more willing and able to implement the 
intervention as part of their everyday routines and activities.  
As it relates to early intervention services, though little research has been conducted, 
family characteristics impact experiences in early intervention. For example, phone interviews 
conducted with early intervention participants, minority families, low-income families, and less-
educated families reported negative experiences more frequently than did other families (Bailey, 
Hebbeler, Scarborough, Spiker, & Mallik, 2004).   
 In sum, service delivery in a family-centered manner suggests that in order for children 
and families to experience optimal outcomes, and in order for parents to implement interventions 
during their daily routines, early intervention services should focus on family concerns and 
priorities and be implemented in the families’ natural environments. In order for early 
intervention to be optimally effective, interventions should be useful and meaningful for the 
family and child by infusing interventions within their daily routines and activities. 
Theoretical Framework 
 Two existing theories related to early intervention and child development informed the 
present study. Those theories are described below. 
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Family systems model. The family systems model (Dunst, Trivette, & Deal, 1988; 1994; 
Trivette, Deal, & Dunst, 1986; Trivette et al., 2010) stems from a number of theories including 
ecological systems (Bronfenbrenner, 1979, 1992, 1999), empowerment (Rappaport, 1981), 
family strengths (Stinnet & DeFrain, 1985), social supports (Cohen & Syme, 1985), and help-
giving (Brickman et al., 1982) theories. The main components of the family systems model are 
the necessity for family capacity building with a focus on family priorities, strengths, and social 
supports (Trivette et al., 2010). The model posits that in interventions for young children with 
developmental delays, there should be a focus on ensuring that parents and caregivers have the 
necessary information, resources, and tools in order for parents to feel prepared and able to 
engage their child in interactions leading to improved developmental outcomes for their children. 
The family systems model states that without these tools, resources and social supports, parents 
are not able to engage and interact with their children in a productive manner. Further, all of this 
is interrelated to family well-being, parenting beliefs, and relationships with others and their 
environment (Brofenbrenner, 1979; 1992; 1999; Trivette et al., 2010). Researchers who have 
conducted meta-analyses concluded approaching early intervention from a family-systems model 
leads to improved outcomes for children and families (Dunst et al., 2007; Trivette et al., 2010). 
This framework supports early intervention service delivery with a focus on empowering parents 
to implement intervention strategies. 
Transactional Model of Child Development. To further illustrate the theoretical 
framework for the present study, a secondary theory, the Transactional Model of Child 
Development as described by Sameroff (2009) is useful. This theory is focused on child 
development and describes development as more than just nature (genetics/child) and nurture 
(parents/environment) interacting with each other, but as nature and nurture constantly changing 
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and affecting each other through transactions that occur between the child and other individuals.  
These transactions further occur between the child and his or her environment. Specific to early 
intervention, and the present study, these transactions may be seen in the therapist/child dyad, the 
therapist/parent dyad, the parent/child dyad, and all individuals with their environments and 
surroundings. Physical environments, life events, attitudes toward the interventions, and energy 
levels are constantly in flux and certainly affect a parent’s ability to implement an intervention at 
any given time. For example, when a child does not respond in a particular way to one strategy 
implemented by his or her parent, the parent may be discouraged to provide further attempts. On 
the other hand, when a child does respond positively, the parent may be encouraged to continue 
to engage in the intervention strategy which could lead to an increased sense of parent 
empowerment. These transactions between parent and child engaged in intervention strategies 
throughout their everyday routines and activities are not easily observed by early 
interventionists, unless purposefully planned, as they are the daily lived experiences of the parent 
and child. Parents also may be affected in different ways when watching their early 
interventionists interact with their children and/or when being coached by their interventionists.  
It may be encouraging or discouraging for parents to see a service provider succeed in 
implementing intervention strategies with their child. This reaction may depend on a number of 
factors including the (a) coaching style, (b) feedback provided, (c) relationship between parent 
and interventionist, and (d) coaching interactions.  
In sum, both the family systems model and the Transactional Theory of Child 
Development illustrate and describe the many factors impacting lived experiences in early 
intervention. If there is an expectation for parents to implement early interventions as part of 
their daily routines and activities, there is a need to provide parents and families the knowledge 
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and skills (e.g. capacity building) in order to do so, as illustrated by the family systems model.  
Each family is viewed as its own unique system with its own beliefs, social supports, and sense 
of well-being (Trivette et al., 2010). As a result, early interventionists should not expect a 
strategy that worked within one family system to necessarily translate to the next family system. 
The importance of considering transactions between parent, child, and environment in parent 
implementation of early interventions also directly impact whether parents are able to participate 
and implement interventions throughout their daily routines and activities. Parents may be 
encouraged or discouraged depending on any variety of these factors. The unique nature of these 
transactions, in addition to the unique nature of any given family, illustrate the importance of 
understanding the family perspectives of early intervention implementation in order to design 
more family-centered interventions. 
Implementation Science Framework 
 
Given the benefits of family centered early intervention, it is important to explore and 
identify effective implementation processes for service delivery from families’ perspectives. 
(Dunst et al., 2013; Odom, 2009). Implementation science provides a framework for 
understanding the family perspective of early interventions. A seminal publication by the 
National Implementation Science Network (NIRN; Fixsen, Naoom, Blasé, Friedman, & Wallace, 
2005) describing the importance of establishing, studying, and ensuring an effective 
implementation process of interventions in real world contexts in order to achieve optimal 
outcomes brought awareness to researchers about the importance of ensuring that interventions 
are usable by those intended to use them. Implementation science is focused on the ways in 
which interventions are disseminated into practice and used with efficiency by those who are 
intended to use them (e.g., Damschroder et al., 2009; Fixsen et al., 2005). 
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A common challenge for researchers is ensuring that interventions, (also referred to as 
EBPs or innovations) are being used effectively leading to improved outcomes in everyday 
practice by everyday providers (Dawson & Bernier, 2013; Elsabbagh et al., 2014; Odom, 2009). 
In other words, central to the true and complete effectiveness of interventions is their usefulness 
and relevance to everyday providers such as teachers, home visitors, and parents and other 
family members.  
One area in which the principles of implementation science may be applied to improve 
outcomes is in the field of early intervention. Efforts to involve stakeholders such as parents 
toward understanding specific implementation constructs leading to improvements in child and 
family outcomes may lead to improved family-centered early intervention services (Bertram, 
Blasé, & Fixsen, 2015; Dawson & Bernier, 2013; Elsabbagh et al., 2014).  
Implementation Science in Early Intervention  
There have been a few studies focused broadly on implementation science and the 
inclusion of stakeholders in early intervention research, most conducted within public school 
settings (e.g. Odom et al., 2013; Ruble, McGrew, & Toland, 2013). Researchers have included 
stakeholders (teachers, administrators, related service providers, and families) as part of an 
iterative process in the development of an early intervention (Advancing Social-Communication 
and Play; Watson, Boyd, Baranek, & Crais, 2011) to be used by preschool classroom teams 
working with children with ASD (Dykstra-Steinbrenner et al., 2015). Other researchers 
interviewed teachers regarding challenges and successes in implementing an intervention 
(Pivotal Response Training; Koegel et al., 1989) in schools (Stahmer, Suhrheinrich, Reed, & 
Schreibman, 2012), and observed teachers implementing the intervention in order to determine 
teacher strengths and areas of need (Suhrheinrich et al., 2013). Researchers have utilized 
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implementation science principles and processes to determine and deliver appropriate EBPs in 
classroom settings (Odom et al., 2013). Few researchers have used implementation science 
principles in community settings such as with practitioners delivering home-based early 
interventions. However, Olswang and Prelock (2015) conducted a study with community-based 
speech-language pathologists in the training and ongoing adjustment of an early intervention 
targeting child joint attention implemented in a community setting. Vismara, Young, and Rogers 
(2013) also trained community-based early intervention providers in an existing EBP (Early Start 
Denver Model; Rogers & Dawson, 2010), but documented limited follow-through from the 
practitioners. In sum, implementation science is beginning to be applied in early intervention 
settings, but few studies have focused on the family perspective regarding implementation of 
evidence-based interventions.  
Formula for Success  
An existing model stemming from implementation science describes underlying 
constructs leading to optimal outcomes and is referred to as a Formula for Success which 
includes: (a) effective innovations/interventions, (b) effective implementation, and (c) enabling 
contexts (NIRN, Blasé & Fixsen, 2013). These three constructs may be conceptualized as an 
interaction, or a formula of constructs that work together in leading to optimal outcomes (NIRN; 
Blasé & Fixsen, 2013). To be more specific, these constructs may be conceptualized as a 
multiplication problem, which illustrates that all pieces need to be in place in order for an 
intervention to be used efficiently and lead to improved outcomes (e.g. if one of the constructs is 
zero, the multiplication answer would be zero). In sum, effective practice x effective 
implementation x enabling contexts = improved outcomes for those participating in and 
receiving an intervention (NIRN; Blasé & Fixsen, 2013).     
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Effective innovations, or interventions, as conceptualized in the present study include 
goals and strategies, the benefits/advantages of the intervention, its presentation, and the level of 
difficulty, involved in participation and implementation of the intervention (Damschroder et al., 
2009; Dingfelder & Mandell, 2011). Effective implementation, as conceptualized in the present 
study, includes the ways in which the intervention and its strategies are delivered, with a focus 
on the ways in which parents are coached to deliver them (NIRN, Blasé & Fixsen, 2013).  
Enabling contexts, as conceptualized in the present study include where, when, and during which 
routines the intervention is implemented. These constructs, as perceived by parents and families 
in early intervention, may be used to describe parents’ lived experiences; thus, may lead to more 
optimal outcomes for children and families in early intervention (NIRN; Blasé & Fixsen, 2013).   
The following section of this review discusses the constructs in the Formula for Success 
(effective innovations, effective implementation, and enabling contexts) as they relate to early 
interventions for toddlers with ASD. Notably, there is inherent overlap among the three 
constructs (e.g,. delivery of strategies in a natural environment may be part of an effective or 
helpful intervention; may be part of an implementation process, and it is also directly related to 
the enabling context in which it is delivered). The reader may refer to Figure 2.1 in Appendix A 
for a visual depiction of the organization of the content. 
Effective Innovations in Early Intervention for Toddlers with ASD (RQ1) 
The first construct in the Formula for Success leading to optimal outcomes is effective 
innovations, which may be thought of as effective intervention components such as goals, 
presentation, and outcomes (NIRN; Blasé & Fixsen, 2013). As ASD becomes detected at an 
earlier age, the importance of establishing effective early interventions that meet the needs of 
very young children with ASD and their families is becoming increasingly evident (Boyd et al., 
 22 
2012; Rogers et al., 2014). As a result, researchers are developing early intervention models and 
identifying promising components within those models (e.g., Kasari, Gulsrud, Won, Kwon, & 
Locke, 2010; Rocha, Schreibman, & Stahmer, 2007; Rogers et al., 2014).   
The following section describes literature related to effective innovations for toddlers 
with ASD, and promising components inherent in those innovations/interventions. It should be 
noted that this section, in particular, overlaps with other constructs in the Formula for Success, as 
descriptions of intervention packages are provided.  
As previously described, the foundation of early intervention (and the basis for effective 
innovations in early intervention) stems from a family-centered service delivery model, where 
services are based on family needs and priorities (DEC, 2014; IDEIA, 2004). However, a review 
of literature on intervention studies for toddlers with ASD indicated that in many cases, 
intervention models designed for young children with ASD may not align with all family-
centered principles (Schertz, Baker, Hurwitz, & Benner, 2011). In attempts to identify effective 
components of intervention models for toddlers at-risk for, and diagnosed with ASD, Wallace 
and Rogers (2010) reviewed early interventions delivered to infants displaying a variety of 
developmental disabilities. The authors concluded that there were four common components 
present in the interventions contributing to the intervention efficacy which were (a) parent 
involvement, (b) individualized goals for each child and family, (c) early start and high intensity 
and duration, and (d) a focus on a broad range of learning targets (Wallace & Rogers, 2010). 
Other researchers also purport that intervention goals should be individualized for children and 
families participating in early intervention (Wetherby et al., 2014). Furthermore, individualized 
goals should focus on family strengths, needs, and priorities suggesting active parental 
involvement in the development of goals. Researchers reported when parents are considered 
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active partners and are involved in early intervention service delivery, including goal 
development processes, outcomes are improved (e.g., Brookman-Frazee & Koegel, 2004; Dunst 
& Dempsey, 2007; Trivette et al., 2010; Wallace & Rogers, 2010). Previous research suggests 
that these research-based intervention components may contribute to more effective interventions 
for toddlers with ASD. One subset of interventions designed specifically for young children with 
ASD incorporating evidence-based behavioral and naturalistic approaches are NDBIs 
(Schreibman et al., 2015).  
Naturalistic Developmental Behavioral Interventions.  
There are a number of intervention models designed for young children with ASD, and 
Naturalistic Developmental Behavioral Interventions (NDBIs) are an example of one model 
frequently used with toddlers with ASD. Preliminary evidence suggests these models are leading 
to improved child outcomes (Schreibman et al., 2015). As a classification, NDBIs are relatively 
new, although the concepts underlying these types of interventions have been evolving for some 
time by researchers developing early intervention models for young children with ASD. Specific 
components of NDBIs include that they (a) target a broad range of child developmental goals, (b) 
are implemented in natural settings, (c) involve shared control between therapist(s) and child, (d) 
utilize natural contingencies, and (e) use a variety of behavioral and developmental strategies to 
teach children skills and behaviors. Some strategies incorporated into these models include (a) 
fading prompts, (b) balanced, reciprocal turn-taking, (c) imitation, and (d) following the child’s 
lead (Schreibman et al., 2015). In fact, one group of researchers attempted to isolate the active 
ingredients of an NDBI and discovered mirrored pacing (a combination of imitating child 
actions, positioning oneself so the child can view, and matching the child’s speed) was directly 
impacting child outcomes (Gulsrud, Hellemann, Shire, & Kasari, 2016). Reported benefits of 
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using a NDBI include (a) reduced child reliance on prompts, (b) child language that sounded 
natural as opposed to scripted; (c) child language taught with meaning; and (d) increased child 
adjustment to everyday distractions (Schreibman et al., 2015).  
In sum, previous research suggests that effective innovations for toddlers with ASD 
encompass both naturalistic and behavioral approaches and include child-led activities 
(Schreibman et al., 2015). Individualized goals with parent and family input additionally appear 
to lead to improved outcomes (Wallace & Rogers, 2010; Wetherby et al., 2014). The following 
section describes literature related to parent perceptions of innovations and intervention 
components in early intervention.  
Parent Perceptions of Effective Innovations 
Literature exploring how parents perceive the interventions or innovations in which they 
participate in early intervention services for all children with disabilities is now described. To 
begin, some researchers have collected data related to parents’ overall experiences as participants 
in early intervention. Recall that early intervention services are intended to be family-centered, 
so researchers have investigated whether parents and families perceive their early intervention 
services as family-centered (Dunst et al., 2007). Many of these researchers have utilized surveys 
as a means to collect data from parents and families, which limits the detail and individualization 
of parent perceptions (Stahmer et al., 2017). Yet, survey data do generally reveal high parent 
satisfaction with early intervention services in the community (e.g. McNaughton, 1994). One 
group of researchers collected data via phone interviews conducted with a national sample of 
parents who were participating in and receiving early intervention across 20 states (Bailey et al., 
2004). Many of the parents reported high satisfaction with early intervention service experiences, 
noting that services were easily accessible and related to family need. Yet, a few of the families 
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reported challenges in accessing services, and that services were inadequate (Bailey et al. 2004). 
Other researchers reported that parents rated their child’s behavior more positively as their 
ratings of family-centered services increased (Dunst et al., 2007). 
Regarding parents’ perceptions about specific goals targeted in early intervention, 
researchers have suggested that parents’ priorities regarding goals may not align with those of 
practitioners (Campbell, Sawyer, & Muhlenhaupt, 2009). During focus groups conducted with 
families receiving early intervention services and early intervention practitioners, families and 
practitioners described differently what children should learn in early intervention. Specifically, 
parents desired that there be integration of child skills into community activities, and 
practitioners were more focused on general achievement of child developmental skills (Campbell 
et al., 2009). Other researchers exploring parent perceptions have reported parents with less 
resources experienced increased feelings of helplessness when asked to contribute to their child’s 
goals (Nachshen, 2004). These research findings suggest some parents may not be confident in 
their abilities to contribute to the development of individualized child and parent goals as 
intended in family-centered service delivery.  
Specific to early intervention models designed for toddlers with ASD, researchers often 
collect data on parent perceptions regarding social validity (or a specific intervention’s treatment 
goals, procedures, and outcomes; Wolf, 1978), as part of research studies testing efficacy of such 
models (e.g. Bradshaw, Steiner, Gengoux, & Koegel, 2015). Social validity may be 
conceptualized as the degree to which the treatment is perceived as appropriate, useful, and 
effective. It is impacted by the perceived complexity of any given intervention. Much like parent 
perspectives regarding early intervention services in general, the majority of these social validity 
reports come from surveys and scales completed by parents and caregivers following 
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participation in a research study (Bradshaw et al., 2015). Findings generally indicate that parents 
perceived early intervention models designed for toddlers with ASD as feasible, usable, and 
effective (Bradshaw et al., 2015). This finding suggests parents perceive these models as 
beneficial, worth the cost, and not too difficult, yet the reasons why parents perceive early 
intervention models in these ways remains unclear. 
A few researchers have used qualitative methods in attempts to gain a greater 
understanding of what parents and families are experiencing in specific early intervention models 
for toddlers with ASD. For the most part, studies that have used qualitative inquiry explore 
parent perceptions of parent-implemented interventions (PIIs), those interventions designed to be 
implemented primarily by parents, for toddlers with ASD (e.g. Freuler et al., 2014: Stahmer et al. 
2011; Stahmer et al., 2017).  For example, Stahmer et al. (2011) examined parent and provider 
perspectives regarding the feasibility of a few PIIs. The researchers provided brief trainings on 
preselected intervention models and then conducted focus groups to obtain parents’ and 
providers’ feelings regarding those intervention models. Parents and providers reported that the 
models in which they were trained would be feasible, and they suggested some noteworthy 
components that might be included in early intervention models. Parents suggested 
improvements to the intervention models such as including siblings and parent support groups as 
part of the models (Stahmer et al., 2011). Parents interviewed following participation in a 
specific PII designed for toddlers with ASD reported that the most useful strategy they learned 
was following the child’s lead (Stahmer et al., 2017). These parents additionally shared the least 
useful component of the intervention was homework provided to them by the interventionists 
(Stahmer et al., 2017).   
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In sum, previous research suggests that parent perceptions regarding effective 
innovations (first construct in the Formula for Success) in early interventions for young children 
with ASD are generally positive, although there are a few discrepancies. These positive 
experiences are often reported through means of surveys and as aggregate data, which does not 
allow for a thorough description or understanding of what individual parents are experiencing in 
early intervention. Next, as the second construct leading to improved outcomes in the Formula 
for Success, a review of effective implementation constructs related to parent coaching in early 
intervention is provided.   
Effective Implementation in Early Intervention for Toddlers with ASD (RQ2) 
The second construct in the Formula for Success is effective implementation (NIRN; 
Blasé & Fixsen, 2013), relating to the ways in which an intervention is delivered, including the 
training of staff, parents, and families in early interventions. Although there are multiple levels 
of implementation in early intervention services that include a parent-implemented component 
(e.g., interventionist to child, interventionist to parent, parent to child; Wainer & Ingersoll, 
2013), the present review will focus on literature related to parent coaching in the 
implementation of early interventions for toddlers with ASD, which begins with active parent 
involvement.   
As noted, the importance of considering parents as active, collaborative partners in early 
intervention services has been documented by research (e.g., Brookman-Frazee & Koegel, 2004; 
Dunst & Dempsey, 2007; Trivette et al., 2010; Wallace & Rogers, 2010). This involvement 
begins with decision-making regarding child goals and extends to decision-making regarding 
parent goals and parent engagement in the intervention. When comparing clinician-directed 
interventions to models in which parents are considered active partners, Brookman-Frazee and 
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Koegel (2004) reported when parents were treated as partners in the intervention process, 
outcomes for children and parents were improved. One way that parents may be included as 
active, collaborative partners in early intervention is through parent coaching.  
Parent Coaching 
An effective implementation process widely used in early intervention, and the focus of 
the following section, is parent coaching. Although parents are often coached to implement early 
intervention strategies with their children with ASD or other developmental disabilities, the 
identification of the most effective model for parent coaching in early intervention has yet to be 
determined (Kemp & Turnbull, 2014).  
One of the most important elements to consider in parent coaching is the manner in 
which parents are coached to implement the intervention strategies (Barton & Fettig, 2013). In 
early intervention, there is a move from didactic “parent training” or “parent education” to active 
parent engagement leading to a more collaborative coaching model, where parents and family 
members are considered partners with practitioners in the coaching process (Kemp & Turnbull, 
2014). Aligning with family-centered services in early intervention, a collaborative coaching 
model, in which parents and providers form a partnership and work together to determine 
intervention targets, strategies, and contexts appears to hold promise for positive child and 
family outcomes (Brookman-Frazee & Koegel, 2004; Fettig & Barton, 2014; Kemp & Turnbull, 
2013). By collaborating and partnering with parents in the coaching process, family capacity 
building, leading to increased parent confidence in implementing the intervention during daily 
routines, is more likely to occur (Brown & Woods, 2015; Wetherby & Woods, 2006).   
One research-based early childhood coaching model developed by Rush and Shelden 
(2011) encompasses collaboration and suggests that effective collaborative coaching practices 
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include (a) joint planning, (b) observation, (c) action/practice, (d) reflection, and (e) feedback. 
The first element of this coaching model, joint planning, involves collaborative conversations 
and interactions where both the parent and the provider are active participants in the 
determination of parent coaching goals and practices (Rush & Shelden, 2011). Much in the same 
way, Branson (2015) suggested that early intervention parent coaching goals need to be a priority 
for families, determined by family and practitioners planning together. Including joint planning 
in coaching may have the potential to increase family capacity building and family 
empowerment. 
The second two elements of Rush and Shelden’s (2011) coaching model are observation 
and action, or live practice. Observations may include both live modeling by the parent coach 
and/or video modeling (i.e. videos of others implementing the strategies for parent to view).  
Researchers have suggested that parent coaching be active and include live practice (e.g., Kemp 
& Turnbull, 2013; Stahmer, 2017). Parents may learn the strategies more efficiently if they 
practice them hands-on. In early intervention service delivery, it is additionally important that 
parents practice implementing the strategies across different contexts if that is the intent of the 
intervention (Fettig & Barton, 2014). 
The final two elements of parent coaching include parent self-reflection and feedback. 
They occur following both observations of others implementing the intervention, and parent 
practice opportunities (Rush & Shelden, 2011). Crucial to parent coaching is time allotted for 
feedback from the coach and for parent self-reflection (Branson, 2015). Feedback may occur as 
part of conversations, questions, or concerns that parents have, or during coaching sessions with 
a practitioner (Rush & Shelden, 2011). Parents may be encouraged to reflect on what occurred 
during the observation/modeling by the coach or on when they, themselves, practiced the 
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intervention. Other research has highlighted the importance of follow-up coaching in order to 
ensure that parents have learned a given skill, meaning that coaching sessions should not be 
conducted on a single occasion with the expectation that the parent has learned the target skill 
(Barton & Lissman, 2015; Fettig & Barton, 2014).  
Researchers have indicated that the inclusion of parent coaching may expedite child 
progress in early intervention (Schreibman et al., 2015). Further, parent coaching may positively 
impact parents themselves in increasing positive parenting practices (Barton & Lissman, 2015). 
Some reported positive parental effects following parent coaching include (a) greater 
understanding of their child’s strengths, abilities, and special needs; (b) knowing their rights and 
advocating for their child and family; (c) gaining abilities and skills to facilitate their child’s 
learning; (d) developing support systems; and (e) being aware of and accessing community 
services and resources (Bailey et al., 2006). Other researchers have found that child gains as part 
of an intervention have plateaued when the parent coaching element was ceased, stressing the 
important role that parent coaching may play in achieving optimal outcomes (Brian, Smith, 
Zwaigenbaum, Roberts, & Bryson, 2016). 
Importantly, and overlapping with intervention components and contexts in early 
intervention service delivery, parent coaching includes parents being coached and successfully 
implementing the intervention strategies throughout their daily routines and activities (Wetherby 
et al., 2014). Moreover, a component of NDBIs is that skills are not taught in isolation, rather, 
they are integrated into daily routines and activities (Schreibman et al., 2015). As a result, an 
additional component of successful implementation in early intervention service delivery is 
parents’ abilities and resources enabling then to use the interventions throughout their daily 
routines and activities.   
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In sum, research indicates that effective parent coaching practices in early interventions 
for young children with ASD should focus on an active, collaborative partnership with parents 
and families. This partnership may be most efficient when it includes an active, collaborative 
parent coaching approach facilitating parents’ integration of strategies into daily routines and 
activities (Barton & Fettig, 2013; Fettig & Barton, 2014: Kemp & Turnbull, 2013; Rush & 
Shelden, 2011).   
Parent Perceptions of Effective Implementation  
Though research on parent perceptions regarding the provision and delivery 
(implementation) of early intervention services is limited, a few researchers have examined this 
phenomenon (e.g. Bailey et al., 2004; Stahmer et al., 2017). The following section reviews 
literature related to parents’ perceived involvement in early intervention and their experiences 
being coached in early intervention. Regarding their role in early intervention service delivery, 
the majority of parents who participated in Bailey et al.’s (2004) phone interviews felt they had 
an active role in decision-making about child and family goals, supporting the idea that parents 
and families were actively engaged collaborators in the early intervention process. The parents 
additionally rated professionals with which they worked in a positive manner, which may 
indicate parents had a strong relationship with their provider, and they felt included as active 
participants in the early intervention process. However, it should be noted a few parents reported 
that they desired to be more involved in service-related decisions and plans (Bailey et al., 2004).  
More recently, researchers conducted surveys with parents whose children were receiving early 
intervention services and reported only half of the parents reported being actively involved in 
their child’s services (Bruder & Dunst, 2015). Parents who participated in this survey also rated 
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their providers as increasingly competent, capable, and confident as parent ratings of their own 
active involvement increased (Bruder & Dunst, 2015).   
One research team differentiated between relational (supporting and encouraging the 
parent and family) and participatory (enabling the parent and family to be actively involved in 
early intervention service delivery and decision making) help-giving practices (Dunst et al., 
2007). While both types of help-giving are integral to early intervention service delivery, 
participatory help-giving practices, where parents were active participants and practiced 
delivering the intervention led to improved child outcomes, suggesting that children benefitted 
from the parents’ active participation as well. This aligns with later findings related to increased 
parent perceived self-efficacy beliefs and sense of well-being when family capacity building 
focused on participatory help-giving practices is utilized (Trivette et al., 2010). These findings 
highlight the importance of parent and family involvement which includes active practice (as 
described in the coaching model above), in early intervention services.  
Along with the importance of parents’ perceived active involvement in early intervention 
services comes the importance of parents’ perceived partnership with their providers. Dunst and 
Dempsey (2007) surveyed parents and reported parents who perceived a stronger partnership 
with their early intervention provider also reported increased ratings of empowerment. 
Unfortunately, researchers have suggested that parents and early intervention practitioners may 
see collaboration as something different. Specifically, Campbell et al. (2009) conducted focus 
groups with parents and early intervention practitioners and reported parents describe 
collaboration as listening and working together with practitioners, whereas practitioners viewed 
collaboration as helping parents meet goals. This may suggest importance of the need to inform 
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practitioners, and provide training to continuously working with parents as partners in 
collaborative service delivery. 
Regarding parent coaching, there is limited research on parents’ perceived experiences 
being coached in, and implementing specific early interventions. Parents who participated in a 
PII designed for toddlers with ASD described the important role that the relationship with their 
interventionist played while participating in the intervention (Freuler et al., 2012). Parents 
attributed much of their enjoyment of the intervention experience, to which they referred as a 
“win-win”, to the positive relationship that they had with their interventionists. Parents described 
this relationship as important to their buy-in to the intervention (Freuler et al., 2012). Similarly, 
after collecting data from parents who participated in a PII, Stahmer et al. (2017) reported 
parents were highly satisfied by the ways in which they were trained and coached, and noted an 
improved parent/child relationship.  
Pertaining to their ability to implement and integrate the interventions throughout their 
routines and activities, parents receiving Part C services have reported it was a challenging 
aspect of the early intervention service model (Khetani, et al., 2013). In addition, parents who 
participated in a PII designed for toddlers with ASD expressed challenges regarding intervention 
implementation in their daily routines and activities, and reported that the strategies used in the 
clinic were not necessarily applicable to their homes and community outings (Stahmer et al., 
2017). In addition, parents who participated in another PII for toddlers with ASD reported 
challenges related to finding time to implement the intervention (Freuler et al., 2014). To assist 
with these challenges, parents interviewed by Khetani et al. (2013) noted the importance of 
choosing activities for implementation that both parents and children enjoy. They further 
highlighted the need for support from practitioners in order to integrate and apply interventions 
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to their own daily routines. Parents reported strategies that helped them promote their 
child’s participation included (a) ensuring rest, (b) knowing and using techniques to manage 
child behavior, and (c) purposefully preparing prior to encouraging child participation 
(Khetani et al., 2013).   
In summary, research on parent perceptions of effective implementation (the second 
construct in the Formula for Success) related to parent involvement and parent coaching in early 
intervention suggests that the degree to which parents and families perceive themselves as active 
and collaborative participants in the interventions varies (e.g. Campbell et al., 2009). Yet, 
outcomes appear to improve as parents perceive themselves as active, collaborative partners with 
their practitioners (e.g. Dunst & Dempsey, 2007; Freuler et al., 2012; Stahmer et al., 2017). 
Further, parents report mixed levels of success implementing the intervention strategies as part of 
their daily routines and activities (Freuler et al., 2014; Khetani et al., 2013; Stahmer et al., 2017). 
These findings suggest that perhaps there is a need for increased purposeful support to help 
parents learn to use intervention strategies at home and in the community (Stahmer et al., 2017). 
Enabling Contexts of Early Interventions for Toddlers with ASD (RQ3) 
The final construct contributing to optimal outcomes in the Formula for Success is an 
enabling context (NIRN, Blasé & Fixsen, 2013), meaning where, when and during which 
routines an intervention is delivered. As highlighted in the present review, family-centered early 
intervention services are intended to be delivered in a child’s natural environment (DEC, 2014; 
IDIEA, 2004). Natural environments in early intervention include everyday experiences with 
familiar people for the child and family (Schertz et al., 2011). Furthermore, as mentioned above, 
parents and family members are often coached to implement the intervention as part of their 
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daily routines and activities. As a result, family homes, day cares, and daily routines and 
activities consist of much of the context of service delivery.  
Other factors that may contribute to enabling contexts in early intervention include the 
intensity and duration of the intervention. As previously noted, Wallace and Rogers (2010) 
identified high intensity and increased duration of early interventions led to improved outcomes 
for toddlers with developmental delays who participated in a variety of early interventions.  
In sum, enabling contexts in early intervention focus on intervention delivery in natural 
settings including throughout daily routines and activities. Consideration and examination of 
contextual uniqueness is crucial in order to understand parents’ perceived lived experiences in 
early intervention (Fettig & Barton, 2014). Previous research on parent perceptions of enabling 
contexts in early intervention is provided below. 
Parent Perceptions of Enabling Contexts  
A few researchers have explored parent perceptions regarding enabling contexts of early 
intervention service and service delivery (Campbell et al., 2009; Khetani et al., 2013). Some 
researchers conducted focus groups in order to determine what a “natural environment” means as 
perceived by parents and early intervention service providers (Campbell et al., 2009). The 
researchers found parents and practitioners define the “natural environment” quite differently. 
Practitioners described the natural environment simply as home, and parents and families 
regarded it as being intertwined with the family’s daily routines and activities, including 
community outings (Campbell et al., 2009).  
Other researchers have reported additional perceived contextual challenges related to 
traveling to assessment sites, including fathers, and negative feelings associated with child 
assessment results (Freuler et al., 2014). Parents in another research study expressed frustration 
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with the intervention being designed for children with high verbal skills, while their own 
children were not yet verbal (Stahmer et al., 2017). Parents also spoke of barriers involving the 
lack of flexibility in scheduling and desired longer individual intervention sessions (Stahmer et 
al., 2017). 
In sum, parents’ perceptions of enabling contexts (the third construct in the Formula for 
Success) in early intervention highlight their desire for service delivery throughout routines and 
activities. Parents also reported a variety of contextual challenges such as finding time to 
implement the intervention and working around fixed intervention schedules (Freuler et al., 
2014; Stahmer et al., 2017).   
The current research provides important information to help the field of early intervention 
better understand how to make early interventions fit within families’ real lives. However, there 
is a need to better understand parent perceptions and experiences in order to truly appreciate 
what is working for parents and what is not. In particular, there is a need to uncover what 
constitutes effective innovations or intervention components, effective implementation, and 
enabling contexts, as perceived by parents and families, in order to achieve optimal outcomes for 
children and families in early intervention. To truly gain an understanding of parent 
implementation of early interventions in real-world contexts, it is important to seek information 
from parents regarding these three constructs. 
TEACCH for Toddlers 
 The intervention of focus in the present study is TFT. It is an example of an NDBI, and is 
a comprehensive early intervention designed for toddlers with ASD and their families. The 
overarching goal of TFT is “to provide an intervention focused on individualized goals in a 
variety of developmental domains and to coach parents to implement strategies throughout their 
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daily routines and activities” (Jennings-Scott, 2018). The intervention includes clinician-
implemented intervention strategies and parent coaching and is grounded in two already existing 
EBPs, the Early Start Denver Model (ESDM; Rogers & Dawson, 2010) and structured 
TEACCHing (Mesibov, Shea, & Schopler, 2005; Turner-Brown, Hume, Boyd, & Kainz, 2016; 
Welterlin, Turner-Brown, Harris, Mesibov, & Delmolino, 2011). TEACCH for Toddlers is 
delivered in the clinic either 2-times per week or 1-time per week with 30-minutes of parent 
coaching. Participants also receive weekly 1-hour long home visits with parent coaching 
integrated into the visits. TEACCH for Toddlers is now described divided by the constructs 
specified in the Formula for Success.  
 Effective Innovations Related to TFT 
The innovation or intervention components of TFT are grounded in two already existing 
evidence-based interventions, ESDM (Rogers & Dawson, 2010) and structured TEACCHing 
(Mesibov et al., 2005; Turner-Brown et al., 2016; Welterlin et al., 2011). First, TFT, similar to 
ESDM is an intervention focused on social learning for young children with ASD. Specifically, 
TFT, and ESDM target joint engagement and reciprocal interactions between children and their 
families, or clinicians, throughout daily routines and activities (Rogers & Dawson, 2010). The 
intervention begins with a specific curriculum checklist that includes domains such as social 
communication prerequisites and play skills used to determine individualized goals for each 
child. The individualized goals may include, but are not limited to (a) imitation, (b) joint 
attention, (c) functional play, and (d) affect sharing. These target goals are purposefully arranged 
and selected sequentially so that a goal is not targeted before the prerequisites for the goal are 
accomplished. TEACCH for Toddlers incorporates child-preferred items and activities, as well 
as parent and family preferences, into intervention planning and implementation. 
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 Similar to other NDBIs, TFT combines behavioral and developmental approaches to the 
intervention. Shared control between child and interventionist, and between child and parent is 
integral to the intervention approach. Parents are often provided with handouts related to autism 
and the intervention as part of their clinic sessions or home visits. These handouts may include 
information about ASD, strategies to address challenging child behaviors (such as planned 
ignoring and positive reinforcement), or information related to a parent request or concern.  
Parents additionally receive paper copies of homework during home visits to help them identify 
and integrate intervention strategies into their daily routines and activities.  
 Another innovation/intervention approach incorporated into TFT is structured 
TEACCHing modified for toddlers, which includes organizational systems such as predictable 
routines, clear directions, and physical boundaries in one’s environment (Mesibov et al., 2005; 
Turner-Brown et al., 2016; Welterlin et al., 2011). TEACCH for Toddlers applies these 
components of structured TEACCHing in the development and implementation of table time 
tasks (work or activity systems) for children to complete during intervention sessions. Other 
structured TEACCHing concepts incorporated into TFT are focusing on naturally occurring 
reinforcement and fading prompts for child participation as needed (Mesibov et al., 2005; 
Turner-Brown, et al., 2016; Welterlin et al., 2011)  
Effective Implementation Related to TFT 
 It should be noted that TFT is delivered by interventionists in the clinic and by parents 
following parent coaching. As previously mentioned, with a goal of better understanding parent 
experiences, the focus of effective implementation in the present review is related to the parent 
coaching approach. As a result, parent coaching in TFT is now described.    
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 As participants in TFT, parents are coached by interventionists during clinic sessions and 
home visits. Coaching may additionally occur as part of family outings, during family routines, 
or in the community. The TFT model for parent coaching is based on Rush and Shelden’s (2011) 
model, but differs slightly in that TFT interventionists play the role of both a coach and a 
consultant to parent participants in TFT. Being consultants and coaches implies that 
interventionists provide parents with related information and resources, in addition to coaching 
them in the moment. For example, TFT interventionists use parent coaching to provide parents 
information related to how ASD impacts their child’s learning style, and also coach parents in 
strategies that may help their child learn and engage.   
The TFT parent coaching model employs a collaborative coaching approach and 
encourages parents to be involved in the decisions regarding what goals to target, and during 
which activities to target those goals. Interventionists listen to parent priorities and needs and 
provide individualized coaching for each parent related to those priorities and needs. Much like 
the early childhood coaching model proposed by Rush and Shelden (2011), parent coaching 
sessions in the clinic and home might include interventionists’ observations of parents, provision 
of live feedback, modeling intervention strategies, and encouragement of parent self-reflection. 
The coaching is designed to assist parents in learning to implement strategies to increase their 
children’s developmental skills (i.e. the child’s target goals related to a specific developmental 
domain) and to decrease challenging behaviors. Interventionists additionally work with parents 
on completing structured TEACCHing tasks through work or activity systems with their children 
in their home environments. During parent coaching sessions, parents might be encouraged to 
play on the floor with their child and/or to complete some table activities with their child, while 
receiving feedback from the interventionist. The parent coaching model is adjusted as needed for 
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parents’ individual strengths, needs, and priorities. For example, if a parent comes to a TFT 
session and shares that her child has begun exhibiting a challenging behavior, parent coaching 
will be adjusted to provide the parent with strategies to address that challenging behavior. Parent 
coaching in the home is similar to coaching in the clinic and may include coaching throughout 
routines or community outings for parents as needed. 
Enabling Contexts Related to TFT 
 As mentioned above, TFT is delivered both in clinic and home settings, and parents are 
coached in both of these settings to implement the intervention strategies throughout their daily 
routines and activities. The interventionists use a routine-based interview to determine which 
routines the intervention would best integrate into family daily routines. As a result, the enabling 
context as it relates to TFT encompasses all of these settings. The time frame of the intervention 
is approximately 12 weeks. Clinic sessions occur either one or two times a week and last 2 hours, 
and weekly home visits are roughly 1 hour. As a result, the intervention is relatively frequent and 
intense as recommended by Wallace and Rogers (2010). 
The TFT model is intended to be implemented by interventionists and parents during 
daily routines and activities. Further, interventionists work to create embedded learning 
opportunities, which capitalize on naturally occurring, child-led situations in order to teach 
children new skills (Schreibman et al., 2015). Interventionists purposefully make attempts to 
embed learning opportunities in clinic sessions and coach parents to do the same as they 
implement the intervention throughout their daily routines and activities.   
In sum, TFT is a comprehensive early intervention designed for toddlers with ASD and 
their families. The effective innovation/intervention constructs incorporated into TFT are 
sequential, individualized child goals based on parental priorities, which integrate behavioral, 
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naturalistic, and structured TEACCHing approaches. The effective implementation incorporated 
into TFT is a collaborative parent coaching approach. The enabling context incorporated into 
TFT include clinic sessions, home visits, and most importantly, during families’ daily routines 
and activities. Obtaining information relative to these three constructs will lead to a better 
understanding of parents’ lived experiences as participants in TFT. 
Importance of Parent Perceptions in Early Interventions for Toddlers with ASD 
As noted by this literature review, there is very little information regarding parents’ 
perceived experiences in early interventions for their toddlers with ASD, especially in regard to 
their experiences receiving parent coaching and implementing the intervention throughout their 
daily routines and activities. Although many interventions have been developed for infants and 
toddlers with ASD and are indicating promising results, previous research indicates that 
efficacious interventions for children with ASD are infrequently adopted and used in community 
settings (Dingfelder & Mandell, 2011). One way to help facilitate this adoption and use is to 
partner with community stakeholders, such as parents, and to use their insights and perspectives 
to ensure that early interventions are meeting their needs and fit within the context in which they 
are intended to be delivered (Dingfelder & Mandell, 2011). Parents and families are the most 
important stakeholders in family-centered early intervention services; thus, obtaining parental 
perspectives regarding their experiences implementing early interventions has the potential to 
improve early intervention approaches and to ensure that these interventions (and all EBPs) are 
family-centered and leading to improved child and family outcomes. 
Each family is its own unique system with different priorities, resources, routines, and 
activities. With a family-centered service delivery model in early intervention, it is particularly 
important to understand families’ experiences in early intervention and how family systems are 
 42 
impacted by those experiences. Researchers have identified components leading to optimal 
outcomes as a Formula for Success, yet there is a need to understand how these constructs are 
perceived by the users of the intervention. To better understand parent and family experiences in 
early intervention, there is a need to better understand: (a) what elements of 
interventions/innovations (effective innovations or intervention components) parents perceive as 
leading to successes and challenges; (b) what approaches to the parent coaching process 
(effective implementation) parents perceive as leading to successes and challenges; and (c) what 
contexts (enabling contexts) parents perceive as enabling or not enabling them for implementing 
intervention strategies. These are crucial elements that need to be explored and examined in 
order to ensure that interventions are, in fact, building family capacity to implement and integrate 
the intervention into their daily routines and activities. 
The purpose of the present study is to explore parents’ and families’ lived experiences in 
TFT, an early intervention designed for toddlers with ASD, and to use those perceived 
experiences to ensure that early interventions are usable, meeting family needs, and applicable to 
family needs and priorities.  The following research questions are addressed: 
1. What innovation/intervention components of TFT (goals, strategies and materials), do 
parents perceive as helpful or not helpful in leading to successful implementation in their 
daily routines and activities for achieving positive child and family outcomes? 
2. What aspects of the TFT implementation and coaching processes do parents perceive as 
helpful or not helpful in leading to successful implementation in their daily routines and 
activities for achieving positive child and family outcomes? 
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3. What contextual factors (when, where, and during which activities TFT is delivered), do 
parents perceive as leading to successful implementation in their daily routines and 
activities for achieving positive child and family outcomes? 
 






















Methodology   
The purpose of the study was to explore parental perceptions regarding their experiences 
in implementing an early intervention designed for toddlers with autism spectrum disorder, TFT, 
throughout their daily routines and activities. Applying the National Implementation Research 
Network’s (NIRN) Formula for Success (NIRN: Blasé & Fixsen, 2013), the specific research 
questions addresses were: (a) RQ1. What innovation/intervention components of TFT (goals, 
strategies and materials) do parents perceive as helpful or not helpful in leading to successful 
implementation of strategies in their daily routines and activities for achieving positive child and 
family outcomes? (b) RQ2. What aspects of the TFT implementation and coaching processes do 
parents perceive as helpful or not helpful in leading to successful implementation in their daily 
routines and activities for achieving positive child and family outcomes?  (c) RQ3. What 
contextual factors (when, where, and during which activities TFT is delivered) do parents 
perceive as leading to successful implementation in their daily routines and activities for 
achieving positive child and family outcomes?  
In order to address the research questions, the study included 12 face-to-face interviews 
with parents who had completed TFT receiving either 3 hours per week or 5 hours per week of 
intervention services. This chapter provides a description of research methods including 
participant recruitment and sampling procedures, data collection, data analysis, and steps taken 




The study employed qualitative methodology to explore parents’ perceptions of 
TFT. This approach enabled the researcher to develop inferences based on parental perceptions 
of their lived experiences participating in and implementing the intervention. Qualitative data 
were collected by means of face-to-face interviews, which allowed for a detailed exploration of 
parents’ individual lived experiences following participation in TFT (Marshall & Rossman, 
2016).  The recruitment process sought parents from a variety of demographic backgrounds and 
different intervention intensity levels of those who completed their participation. This approach 
allowed for gaining a range of parents’ perspectives from varying demographic backgrounds. 
The exploration of data focused specifically on perceived helpful (or unhelpful) components of 
the intervention, perceived helpful (or unhelpful) coaching and implementation processes, and 
perceived contexts in which the delivery of the intervention was enabling (or not enabling).  
Twelve interviews were conducted during the spring and summer of 2018, beginning in 
May with the final interview conducted in July. Each interview was analyzed individually in 
order to most effectively triangulate the data into themes detailing parent experiences. 
Triangulation is the process of obtaining data from multiple sources and integrating the data to 
describe a particular phenomenon (Marshall & Rossman, 2016). The present study used an 
exploratory approach in attempts to “explore, describe, and analyze the meaning of individual 
lived experience” (Marshall & Rossman, 2016, p. 17). The approach applied perceptions of an 
experience by those individuals who participated in the experience (TFT intervention) in order to 
develop themes related to their implementation of the intervention in their daily lives 
(Bloomberg & Volpe, 2008; Creswell, 2007). Parental perceptions of their challenges and 
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successes in implementation of the intervention strategies in their daily routines and activities 
were sought.   
Role of the Researcher 
In conducting qualitative research, the researcher him or herself collects and analyzes the 
data. As a result, creating a level of comfort, trust and acceptance among participants as part of 
one’s qualitative data collection strategies is essential (e.g., Creswell, 2007; Marshall & 
Rossman, 2016). The interviewer recognized that some of the interview questions may be 
difficult for parents to answer as they are raising a child with a disability and remained aware of 
this while conducting the interviews. While no parents voiced feelings of discomfort, the student 
researcher was sensitive to these potential feelings and answered any questions raised during the 
process. Furthermore, researchers from academia are often criticized for donning “academic 
armor,” or putting on airs that they are more educated or qualified than those individuals they are 
interviewing (Lerum, 2001). This would potentially be off-putting to parents who participated in 
the interviews. However, the student researcher made a conscious effort to avoid these pitfalls by 
dressing in a professional, but not pretentious manner and working to establish trusting 
relationships and comfortable conversations with all parent participants.    
The student researcher was comfortable conversing and working with parents and 
children with ASD as an experienced home-based early intervention provider. Through this 
career, she learned to develop a sense of rapport and collaboration among the parents with whom 
she worked. This knowledge helped in establishing the same sense of collaboration with the 
parents she interviewed. The student researcher shared previous experiences with the parents in 
order to inform them that she had some first-hand knowledge and experience relevant to what 
they experienced in TFT. Throughout the student researcher’s previous experiences as an 
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interventionist, discussions occurred during home visits regarding whether parents were able to 
implement intervention strategies throughout their daily routines and activities. In those previous 
intervention service delivery experiences, the student researcher rarely probed these parents to 
share details related to how using intervention strategies went, when they did it, and what 
actually occurred while implementing the intervention in their daily routines and activities. As a 
result, the student researcher was particularly interested in gaining a deeper understanding of 
parents’ actual experiences in their implementation of TFT.  
Importantly, the student researcher applied a “bracketing” approach in conducting the 
interviews, which entails the recognition and acceptance that her own experience in early 
intervention service delivery should be considered separate from those experienced by parents in 
TFT (Marshall & Rossman, 2016). As previously mentioned, she shared these experiences with 
families in order to establish rapport. However, when thinking and learning about individual 
families’ perceptions, attempts were made to keep her own experiences separate. Bracketing 
allowed the student researcher to consider each parent and family as a new participant with their 
own unique perceptions regarding their experiences, while putting her own experiences and 
perceptions related to early intervention service delivery aside.   
The student researcher has a young child of her own, which is another level on which she 
related to the parent participants. The student researcher’s child does not have ASD, however, 
her child is relatively close to the age of the children in the study. As a result, the student 
researcher shared stories about her child and her child’s interests with parents, which likely 
contributed to the establishment of a trusting relationship. For example, the student researcher’s 
child was interested in the same characters, songs, and toys as some of the children of the 
participants.    
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There were many biases the student researcher brought to the study. However, as Way 
(2005) points out, “Biases allow researchers to maintain order and structure and gain access to 
meaning” (p. 533). The student researcher was aware of her biases and kept them in mind when 
interviewing parents and analyzing data. To begin with, the student researcher is a White, upper 
middle-class, educated woman who intended to discover and later suggest modifications for an 
early intervention model for young children with ASD. The student researcher is married with a 
young child.  She values the importance of regularly playing and interacting with her own child, 
and recognizes that she has the resources to be able to do so. Recognizing and disclosing these 
biases in times where parents inquire about such things, did not weaken the study; rather, they 
strengthened it.  It is only when biases are recognized and accepted that researchers are able to 
consider another perspective (Way, 2005). In the present study, this other perspective was the 
ways parents involved in the interventions were actually experiencing it.    
Notably, while the student researcher does have experience training and coaching parents 
in early interventions for young children with ASD, she did not work as an interventionist in 
TFT or play a role in its development. Therefore, perhaps parents felt comfortable sharing their 
true feelings about the intervention experience without worrying about offending or hurting the 
student researcher’s feelings. The importance of the therapist/interventionist and parent 
relationship is cited as one of the most important components perceived by parents in early 
interventions for young children with ASD (Freuler et al., 2014; Stahmer et al., 2017). While the 
interviews did inquire about parents’ perceptions about their relationship with their TFT 
interventionist, the student researcher was not part of the intervention, so her presence likely did 
not influence parents’ interview responses.  
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The student researcher also recorded detailed field notes documenting concrete 
observations (such as any occurrences before, during, or after the interview, and how the 
interview setting appeared) in addition to any feelings or thoughts as perceived by the 
researcher. Put simply, field notes served as the researcher’s ongoing self-reflection during 
individual interviews. Field notes additionally assisted the student researcher in the bracketing of 
the interviewer’s own perceptions and feelings from those being expressed by participants. They 
allowed any biases that the researcher possesses to be recorded and reported (Marshall & 
Rossman, 2016). Field notes allowed the student researcher to be consciously aware of her 
feelings, emotions, and biases and how they might have been impacting her ideas and 
interpretations related to the data in the moment of data collection (Marshall & Rossman, 2016). 
They allowed the researcher to look back upon to recall those feelings as the interviews were 
analyzed. 
Researcher’s Previous Interview Experience 
The student researcher has experience conducting interviews with parents who 
participated in a separate PII targeting social communication skills as part of a multi-site 
randomized controlled trial. The previously completed interviews allowed the researcher to 
collect and analyze qualitative data providing the basis for the data collection and analysis 
procedures for the present study. The student researcher learned the importance of having more 
than one cycle of data coding, keeping very detailed memos as data were analyzed, and keeping 
detailed field notes to use in explaining researcher biases and perceptions while conducting the 
interviews themselves.  
Themes developed from the previously conducted interviews provided the basis for some 
of the anticipated themes for the present study, and the basis for areas that needed further 
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exploration. For example, parents from the previously completed study reported mixed feelings 
about their abilities to integrate the intervention into their everyday routines and activities. Some 
parents reported that implementing the intervention throughout family routines was an easy and 
necessary component to implementing the intervention. Yet, other parents reported that the 
intervention did not easily integrate into their family’s already occurring routines and activities, 
and it was a challenge to do so. As a result, the interviews for the present study included 
questions with the goal to provide further insight into parents’ abilities to integrate the TFT 
intervention into their daily routines and activities. Other findings from the previous study that 
have implications for the present study included reported parent challenges in finding time to 
implement the intervention. Parents also stressed the importance of the relationship with their 
interventionist in developing the skills and confidence in order to implement the intervention 
with success. Based on the above, the interview protocols included questions geared to 
understand parent perceptions regarding challenges finding time, and integrating TFT into their 
daily routines and activities. The interview questions also further explored the relationship 
parents developed with their TFT interventionist(s) and how it impacted their ability to 
implement TFT.   
Procedures 
 Interviews were conducted with a sample of convenience. The interviews were then 
transcribed and coded through a series of qualitative coding cycles. Site selection, the 
intervention, recruitment processes, participants, data collection, and data analyses are described 




Site Selection  
The sample used in the study was a sample of convenience. The intervention, TFT, is 
implemented at a Southeastern Research-Intensive University. The parent participants 
transported their children to the clinic 1 or 2 days per week, so many of the families lived 
relatively close to the University. Individual interviews were conducted at a convenient time and 
location for individual parents and families as described in the procedures below.   
Intervention 
The majority of children and families who have participated in TFT received one of two 
intervention models, either 3 hours or 5 hours of service. In one TFT group intervention model, 
children attended the TEACCH clinic for intervention 2 times each week for 2 hours with a 1-
hour home visit (total of 5 hours of service). The second intervention model included one clinic 
visit for 2 hours and one 1-hour home visit per week (total of 3 hours of service). Enrolled 
children were between the ages of 18 months and 2.5 years at the onset of the intervention. 
Individual child and parent targeted goals were developed during the intervention. The 
interventionists also used a routine-based form in order to guide intervention delivery in 
determining the most appropriate routines and activities to implement the intervention. TEACCH 
for Toddlers was delivered by highly qualified interventionists. The home interventionist was a 
male with a master’s degree in special education and over 20 years of experience delivering early 
intervention services. There was a team of clinic interventionists including: (a) a female with a 
master’s degree and a license in clinical social work and 10 years of experience delivering early 
intervention services, (b) a female with a bachelor’s degree and over 20 years of experience 
delivering early intervention services, (c) a female with a doctoral degree and over 20 years of 
experience, (d) a female with doctoral degree who worked as a postdoctoral fellow in 
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psychology, and (e) undergraduate psychology student interns and doctoral student interns. It is 
noteworthy that the interventionists who delivered TFT in the clinic were different from the 
interventionist who conducted the home visits. The entire intervention team met weekly to 
discuss challenges, successes, and experiences focused on using TFT with enrolled families.  
To illustrate a day in the clinic, each child in the TFT group followed his or her 
individual schedule and engaged in activities such as table time, sensory play, and play time with 
one-on-one assistance from an interventionist. The table time generally consisted of structured 
TEACCHing work systems individualized for each child, whereas the play and sensory activities 
focused more on naturalistic intervention strategies integrated into the already occurring 
activities. All children came together for circle time and snack time during which child goals 
were targeted. Parents received individualized parent coaching 1 time per week for 30 minutes in 
the clinic. This coaching occurred either at the table or during a routine such as playing 
depending on parents’ priorities and needs.  
To illustrate a home visit, the interventionist arrived at the house with some materials and 
plans to engage the child and parent in TEACCH work systems. The home interventionist also 
addressed any concerns and priorities that parents had related to implementing TFT in the home 
or any challenges the families were experiencing in the home. The home interventionist provided 
parents “homework” on these home visits that included background information on a target skill 
and examples of how to use strategies in targeting that skill. For example, homework may have 
focused on strategies to enhance communication in the home or using work systems in the home 
throughout daily routines and activities. Parent coaching was integrated into the home visit often 
occurring through their daily routines. The routine-based form interventionists completed with 
parents assisted in determining which routines the intervention should be targeted. Some routines 
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during which TFT could be integrated included (a) tooth brushing, (b) bathroom routines, (c) 
transitioning into the car, and (d) meal times.  
The intervention was intended to be 12 weeks, but actual duration of the intervention 
varied as determined by family schedules, holidays, illnesses, and vacations. Missed sessions 
were made up which led to an extended period of intervention time for some families. In 
addition, a few families were offered additional weeks if their spot in the intervention was not 
filled when they completed the 12 weeks of intervention.  
Participants  
Once University Institutional Review Board (IRB) approval was obtained, the 
recruitment process began. Parents who participated in TFT were contacted by an initial mailed 
flyer from the researcher. The flyer was distributed to all parents who participated in the entire 
intervention for approximately 12 weeks at the time of the study (n = 35). While parents who 
withdrew from the intervention have the potential to provide important information, especially 
related to challenges encountered by parents participating in the intervention and implementing 
the intervention strategies, it was not possible to contact those families who no longer wished to 
participate in the intervention.  
Due to the nature of a community-based intervention, there was some variability in 
participant demographics. As a result, the researcher attempted to conduct interviews with a 
purposive sample of parent participants possessing different demographic characteristics 
including race, ethnicity, socioeconomic and marital status, educational levels, and numbers of 
siblings. To ensure this variety, the researcher accessed available demographic data previously 
collected by the TFT staff including race/ethnicity, parental education level, and intervention 
intensity level. The intent was to obtain a multifaceted sample representing diverse demographic 
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characteristics so that the sample created data that would be representative of the variety of 
families participating in early intervention services. To be more specific, the researcher targeted 
three to four families from higher SES households, from both the 3 hour per week and the 5 hour 
per week group. In addition, the researcher targeted families from lower SES from each intensity 
group. This led to recruitment of four subgroups of parent participants (Group 1: higher 
SES/high intensity, HIHS; Group 2: high intensity/lower SES, HILS; Group 3: low 
intensity/higher SES, LIHS; Group 4: low intensity/lower SES, LILS).  
The researcher collected additional demographic data as part of the interview process, 
including family income, employment status, parental education level, and number of siblings. 
These newly collected demographic data ultimately determined participants’ subgroups. The 
intervention is relatively new and the range of estimated parent completion of the intervention 
relative to the time of the interview was approximately one month to 18 months. For example, 
the child of participant 15 was 2 years old at the time of the interview so it is likely the 
intervention completion date was around one month prior to the interview. Whereas, the child of 
participant 1 was 4.5 years old at the time of the interview so it is likely the intervention 
completion date was around 18 months or so prior to the interview.   
The mailed flyers provided brief background information about the study’s purpose, and 
details about the interview process, and may be viewed in Appendix B. Ten parents responded to 
the mailed flyer within the first few weeks of the mailing (nine via email, and one via phone call 
to the researcher). From these parents, nine interviews were completed. One parent who had 
initially reached out did not respond to further communication attempts by the researcher.  One 
parent who contacted the researcher via email was still participating in the intervention and did 
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not respond to communication attempts from the researcher once their time in the intervention 
was complete.   
Following the flyer distribution and completion of the first nine interviews, the researcher 
viewed demographic data to determine which subgroups participants were in. Of these first nine 
participants: (a) three were HIHS; (b) one was HILS; (c) four were LIHS; and (d) one was 
LILS.  As a result, the researcher determined to follow up with phone calls to parents in HILS 
and LILS to inquire whether they would be interested in participating in the study. During this 
phone call, the researcher also offered to answer any questions that they may have. These steps 
taken during the follow-up phone call contributed to the necessary establishment of trust needed 
in order to conduct the interviews (Marshall & Rossman, 2016). The student researcher called six 
additional families and spoke with four of the six additional participants (left messages for the 
other two; both HILS).  Two of these interviews were scheduled (both LILS) and two of the 
families did not follow through after multiple communication attempts (both HILS). One 
additional parent (LIHS) contacted the interviewer via email in July and that interview was 
completed. The data collection ceased when the student researcher determined data saturation 
during which parental perceptions became similar and overlapping, and the student researcher 
was not gaining additional themes or issues from subsequent parent interviews.    
To summarize the final 12 interviews conducted, three interviews were with HIHS 
participants. Of these interviews, two were conducted with mothers and one with a mother and 
father, all having a son with ASD.  One interview was with a HILS participant. Of note, this 
HILS mother of a son with ASD met two of the three criteria to be in the group. She was 
unemployed and making less than $20,000 per year, but held an advanced degree. Five 
interviews were conducted with LIHS participants. Of these five interviews, two were conducted 
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with mothers of sons with ASD, two were conducted with mothers of daughters with ASD, and 
one was conducted with a mother and father of a daughter with ASD. Three interviews were with 
LILS participants. Two of these interviews were with single mothers of sons with ASD, and one 
was with a Spanish-speaking mother and father of a son with ASD. At the time of the interview, 
children were between the ages of 2 and 4.5 years old.  
It is noteworthy the HILS group was under-represented. The researcher made multiple 
attempts to recruit participants whom she projected would fall in this group. The idea that 
families who participated in high intensity services from lower SES households were the most 
difficult to recruit is an interesting aspect to the narrative. This discrepancy is further illustrated 
by only three participants in the low intensity from lower SES households being able to 
participate. The reported challenges in recruitment of families from lower SES households may 
indicate that there were too many competing demands for these families to participate in an 
interview. There was also a higher number of low intensity than high intensity participants, 
which may indicate challenges for all families to devote a higher number of hours to intervention 
service delivery. Further detail regarding the participants’ demographic characteristics are noted 





















Sample Demographics  
Note: # = participant number;Diag = Diagnosis; CA = child age; TC = total children UE = unemployed; FT = full-time employed; PT = part-time employed 
 














Race Hispanic Strategy comfort 
HIHS 
3 ASD 3 2 Advanced 
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FT FT >90,000 Mother 
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Mother Black No Very 
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All participants were told they would be given an informed consent to sign when 
scheduling the interview and signed the form prior to the beginning of the interviews. The 
researcher explained the procedures and purpose of the interview and allowed parents to ask any 
questions prior to beginning the interview. Parents had the option to end the interview at any 
point in time. A sample consent form may be viewed in Appendix C.  
Entry and access. The student researcher understood the parent participants likely 
already experienced a fair amount of stress in their daily lives. In fact, researchers have 
suggested that parents of children with ASD report higher levels of stress in comparison to 
parents of typically developing children (Dawson et al., 2004). This was considered while 
obtaining consent and conducting interviews. For instance, the student researcher maintained a 
calm, positive demeanor and utilized active listening techniques such as repeating ideas back to 
participants and allowing for time to pass between questions and answers during the scheduling 
and the conducting of the interviews. Moreover, the parent participants had all recently 
completed a fairly intensive intervention and they may be tired and overwhelmed as a result. 
Seidman (2013) and Marshall and Rossman (2016) emphasize the establishment of trust between 
interviewer and interviewee.  Seidman (2013) terms it “that thin line between being friendly and 
developing a friendship” (Marshall & Rossman, 2016, p. 148). In order to gain entry and access 
to the parents participating in the interviews, the student researcher was honest and open about 
her background and the rationale for the study. The researcher explained the intent to use parent 
perceptions to inform existing early intervention models so that the models may better 
incorporate family preferences. The student researcher believed that sharing this information 
would contribute to the establishment of a level of trust and acceptable friendliness so that 
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parents would be more likely to openly share their experiences about their intervention 
participation and experiences implementing the intervention within their daily routines.    
Benefits/risks to participants. There were minimal risks to parents who chose to 
participate in the present study. However, the researcher was prepared for parents potentially 
becoming upset because they were confronted with the reality of their children’s diagnoses 
again. No parent participants indicated they were feeling upset or uncomfortable during the 
interview process. Potential benefits to interview participants included learning about available 
services or resources because the researcher provided a list of available local resources to parent 
participants. Further, reflecting on what they experienced in TFT may have reminded parents of 
strategies that they learned that might still apply to their children’s daily needs within the 
family’s routines.  
Incentives. Parents who participated in the interviews were given incentives in the form 
of $50 gift cards following the completion of the interview. In addition, as mentioned above, 
parent participants were given a list of available local resources that may be useful to their child 
and family.    
Instrumentation  
 The researcher developed and used a few instruments to collect data including an 
interview protocol and a demographic form. The development of the interview protocol and a 
description of the demographic form is provided below.  
Pilot interview. A pilot interview was conducted with a parent who participated in TFT 
with a goal of assisting in the development of the interview protocol. The parent was quite 
helpful and made relevant suggestions to improve the questions. For example, she mentioned one 
question did not make sense (How were you involved in the goal decision-making process?). The 
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parent explained that all parents are naturally involved in that process as part of the TFT model. 
As a result, the question was adjusted to further inquire about how parents feel about being 
involved in the goal making process (How were you involved in determining your child’s target 
goals? How did you feel about that process – did it work well for you or not? How well did the 
TFT child goals match with what you wanted your child to learn?). This parent also recognized a 
few redundant questions, and the protocol was adjusted as suggested. Perhaps, most importantly, 
when the researcher asked the parent about her thoughts on gaining parent perceptions through 
focus groups, the parent felt strongly that focus groups would not be an effective means of data 
collection, due to each family’s unique experience in TFT.  
Interview protocol. The interview protocol used with parents following their 
participation in TFT resulted from previous parent interviews and from the pilot interview 
described above. Some of the questions on the protocol included: What parts of TFT worked well 
or did not work well for you and your family? Tell me about aspects of the TFT model and 
parent coaching that helped you learn the TFT strategies? And Tell me about your feelings 
regarding the context in which the intervention was delivered and implemented. The protocol 
and introductory scripts may be viewed in Appendix E. A table linking the present study’s 
research questions to interview questions (along with related constructs in the Formula for 










Research Questions Linked to Formula for Success  
Research Question  
  
Formula for Success   Interview Questions  
RQ1: What innovation/intervention 
components of TFT (goals, strategies and 
materials), do parents perceive as helpful or 
not helpful in leading to successful 
implementation in their daily routines and 
activities for achieving positive child and 














What parts of the intervention worked well or did not work well for you and your 
family?  
Tell me a little about your understanding of the program itself.  The overall approach? 
Strategies?  
Can you describe conversations you had with your provider in determining your child’s 
goals? How well did that work for you?  How did the TFT child goals match with what 
you wanted your child to learn? 
Tell me a little about your parent goals.  How did those match what you wanted to learn? 
Can you give an example? 
 
If you were to participate in an intervention similar to TEACCH for Toddlers 
again, what would be most helpful to you as a parent?  
Would you have wanted more information about any specific content matter? Would 
you have wanted more specific info related to ASD?  
What are your thoughts about more family members (siblings and/or additional 
caregivers) being actively involved in interventions?  
What are your thoughts on including regular parent meetings to share stories, ideas, 
successes, and struggles?   
Given your experiences, how might the intervention have been improved?   
RQ2: What aspects of the TFT 
implementation and coaching processes do 
parents perceive as helpful or not helpful in 
leading to successful implementation in 
their daily routines and activities for 












Tell me about aspects parent coaching that helped you learn the TFT strategies.  
What helped you understand how to use TFT to address your child’s goal(s)? Your 
parent goal(s)? Handouts? Coaching sessions? Provider modeling the strategies? 
Can you share a specific example that helped you to learn to use TFT?  
How did the 30-minute coaching sessions in clinic help you use TFT as part of your 
daily activities with your child? How about coaching sessions at home or elsewhere? 
What aspects of the coaching were challenging in helping you learn to use TFT?   Can 
you walk me through something that was difficult for you to learn and use with your 
child? What would have been more useful to you personally? 
Can you talk about your relationship with your provider? How did that impact your 
coaching and TFT experiences?   How did you feel about trying strategies or techniques 
with your provider present?  Tell me about the feedback he or she provided. Can you 






RQ3: What contextual factors (when, where, 
and during which activities TFT strategies 
are implemented), do parents perceive as 
leading to successful implementation in 
their daily routines and activities for 




Where, when and 
during which activity 
intervention is 
delivered  
Tell me about your feelings regarding the context in which the intervention was 
delivered and implemented.  
Do you feel that the intervention was delivered in appropriate locations (clinic and 
home) for you and your child to learn the strategies? Why or why not?  What, if 
anything, do you wish had been different in regard to location? 
What were the benefits of the clinic visits every week as part of the intervention?  What 
were the challenges of the clinic visits?  
What were the benefits of the home visit provided every week as part of the 
intervention? What were the challenges of the home visit?  
Were you able to use TFT in your home and community outside of intervention 
sessions?  How did TFT match your family’s daily routines and activities? Describe if 
and how you used your daily routines and activities to implement the intervention 
strategies to your child.  Can you walk me through an example of using TFT as part of 
your day? What might have helped you with that? 
How did you feel about the timeframe of TFT? Do you think the duration of the 
intervention should have been longer/shorter?  Do you think the length of individual 
intervention sessions should have been longer/shorter? Please explain.  
Summary of outcomes  Optimal outcomes  How did your child benefit from participating in TEACCH for Toddlers?   
Tell me about some things your child learned or gained after being a part of TFT. Does 
your child behave differently or participate in any new activities? 
 
How did you benefit from participating in TFT? 
How has TFT helped you interact with your child? 
Is there anything you feel you have learned regarding your child’s developmental 
and learning characteristics?  







Demographic form. Although the student researcher viewed previously collected 
demographic data, not all SES determinants were available and the student researcher desired to 
ensure the demographic data were accurate. As a result, prior to beginning the interview, parents 
were asked to fill out a demographic form with basic demographic information such as (a) family 
income, (b) employment status, (c) race, (d) ethnicity, and (e) the number of children living in 
home as some of these characteristics may have changed. The demographic form used in the 
present study may be viewed in Appendix F. Participant demographics are provided above in 
Table 3.1.  
Interview Process  
The student researcher attempted to ensure participant comfort in the interview process.  
In addition, systematic data analyses were applied so that data were reliable and trustworthy. 
Specific procedures used for data collection, analysis and interpretation are described below.  
Interviews. Individual interviews were conducted at a location and time that was 
convenient to parent participants. Most interviews were conducted in the family home and a few 
were conducted in alternative locations based on parent preference such as a coffee shop or the 
parent’s office. Some occurred during the day, and some during the evening hours. All 
interviews were conducted face-to-face.  
The student researcher conducted all interviews and took field notes as 
appropriate. Interviews were audio-recorded and transcribed verbatim by the researcher or a 
research assistant who was a master’s student in early childhood education. Transcriptions 
included numbered lines so all coders could reference specific quotations when discussing or 
consensus coding. Transcripts included interjections such as “Mmhmm,” and “Uh huh” and used 
[unclear] documentation when speech was indiscernible. On a few occasions, children were 
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present during the interviews. When they were conversing with their parent or the interview, it 
was not transcribed. Rather, the transcriber noted [conversation with child]. One mother and 
father also occasionally spoke Spanish with each other, which was documented [conversation in 
Spanish]. To ensure that transcriptions were reflective of participants’ perceptions, the researcher 
summarized main concepts during and at the completion of each interview to confirm accurate 
perceptions were captured. In addition, each interview concluded with the question “Is there 
something else you would like to share?” allowing parents to reflect upon what was said and add 
any additional information. Furthermore, the researcher offered for participants to read 
transcriptions once they were complete (Marshall & Rossman, 2016). This served as a member 
check process in which parent participants were able to verify the accuracy of the transcripts and 
provide further explanation of their statements if needed. When individual transcriptions were 
complete, the student researcher emailed participants to inquire whether they would like to 
review the transcript. Half of participants (four LIHS & two LILS) did not respond to this 
request. Three participants (two HIHS &one LILS) replied that they did not want to review the 
transcripts, and one of them (LILS) emailed the researcher with a comment related to challenges 
with billing she had encountered following the intervention. Two participants (one HIHS & one 
LIHS) requested the transcripts, but did not follow up. One participant (HILS) requested the 
transcript and sent her approval after reading it.  
Data Analysis   
Data analysis involved an iterative process of understanding, coding, and analyzing the 
interview transcripts. The student researcher first read each transcript to become familiar with the 
data as a whole. Then, codes were developed and assigned to quotations from individual 
interviews. The coding process was iterative, and as new data were collected and analyzed, codes 
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and resulting themes changed. Following the coding cycles (described below), a finalized 
codebook was developed with specified definitions for codes, subthemes, and main themes 
focused on the three research questions. This codebook was given to a second coder (a first year 
PhD student in Applied Developmental Sciences and Special Education) who then coded each 
transcript. The researcher and second coder met weekly as the second coder coded each 
transcript to discuss agreements and any discrepancies in order to establish consensus coding.  
First cycle coding. Transcripts were uploaded to Atlas.ti for data analysis. Prior to the 
first cycle of coding, a few a priori codes were developed originating from the interview 
protocol.  For example, one code was Involvement in TFT to align with the probe Tell me about 
how you became involved in TFT. During the initial coding cycle, transcripts were coded 
thoroughly with ongoing analytic memos. These memos allowed the research to reflect upon and 
record her thought process regarding why certain quotes were coded in any particular way, or 
what thoughts led to any particular code (Saldana, 2016). Memos included thoughts about how 
the data were coming together and questions the researcher asked herself through the coding 
cycle (Marshall & Rossman, 2016). For example, the student researcher was familiar with some 
of the families prior to conducting the interviews, and this was noted in the analytic memos. 
These memos are invaluable in qualitative data analysis as they serve as records of ideas, 
questions, and frustrations that evolve while coding the qualitative data (Saldana, 2016).  
Though not exclusive to any one coding type, the majority of codes created in the first 
cycle were elemental codes, which describe the data as a whole to build the foundation for future 
cycles (Saldana, 2016). The data were analyzed using an iterative method applying constant 
revision and recoding as new ideas emerged (Saldana, 2016; Marshall & Rossman, 2016). 
Within the elemental methods, codes included (a) descriptive codes that assigned basic topic 
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labels; (b) in-vivo codes that were generated from the participants actual words; and (c) process 
codes that used gerunds (or words ending in –ing) to explain a process that participants were 
experiencing (Saldana, 2016). Examples of each of these elemental code types from the 
interview analysis include: (a) descriptive code: “Involvement” - pertaining to parents’ means of 
becoming involved in the intervention; (b) in-vivo: “These people cared about my son” - 
pertaining to one parent’s exact words describing her feelings about the interventionists; and (c) 
process code: “Educating Others” – pertaining to parents’ feelings about being able to educate 
others about ASD. The elemental codes were compared, contrasted and combined resulting in a 
total of 32 descriptive codes. For example, “Involvement” and “Program Commitment” were 
merged into the code, “Enrollment Decision.” Detailed records were kept of this process leading 
to a first-cycle codebook (Table 3.3 in Appendix G) that was used to provide a foundational base 
that explained parent experiences as participants in TFT. Following visual analyses (comparing, 
contrasting, and combining) of developed codes, data indicated final elemental codes. To further 
organize the elemental codes, when appropriate, codes were assigned to groups such as “Child 
Characteristics” or “Parent Experiences.”. Some of the final codes from this process included: (a) 
“Child Benefits,” related to child gains following the intervention; (b) “Collaboration,” related to 
parents working together with interventionists; and (c) “Other Therapies,” related to other 
services the child was receiving in addition to TFT. Data saturation was determined during the 
elemental coding process, when the researcher determined novel codes were no longer arising 
from any of the transcripts. Although the data indicated a variety of perspectives leading to the 
elemental codes, once new codes were no longer emerging, the researcher determined data 
saturation was met.  
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Second cycle coding. The second cycle of coding served to further organize the data into 
categories, themes or concepts (Saldana, 2016). Prior to beginning the second cycle of coding, 
the code list from the first cycle of coding was examined and finalized as elemental codes. 
Specifically, during the second cycle, transcripts were read through again applying a pattern 
coding approach, wherein similar ideas and concepts were grouped together by broader 
categories (Saldana, 2016). Six categories or main themes were developed a priori relative to the 
research questions framed from the constructs contributing to optimal outcomes proposed by the 
Formula for Success (NIRN; Blasé & Fixsen, 2014). These main themes were (a) 
“Effective/Helpful Intervention Components,” (b) “Ineffective/Unhelpful Intervention 
Components,” (c) “Effective/Helpful Implementation Processes,” (d) “Ineffective/Unhelpful 
Implementation Processes,” (e) “Enabling Contexts,” and (f) “Non-Enabling Contexts.” 
Importantly, there were often overlaps between the constructs, which is accounted for in the 
description of the results. The analysis also indicated a few elements parents perceived 
differently leading some subthemes reported with the label “Mixed Feelings.” Within these six 
main themes, data were triangulated from individual parents’ perceptions to develop subthemes 
related to these constructs. The subthemes were used to explain and describe what elements 
parents perceived as challenges and successes while they participated in and implemented 
TFT. For example, under the main theme Effective Implementation Processes, the subtheme of 
parents’ perceived usefulness related to watching the interventionists model strategies originated 
from individual parent quotes such as: (a) , “Seeing them in the clinic, how strategies were used 
in the clinic, was directly helpful”, (b) “Watching them model for me ways to communicate with 
her was pretty cool,” and (c) “It was very helpful to watch them and to see the kinds of things 
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that they did to get an example.” No additional categories or main themes emerged during this 
cycle of coding.  
The first cycle elemental codes also were revisited following the completion of second 
cycle coding to confirm data were not missing from the main categorical themes developed 
around the research questions. For example, the code, “Clinic Visits,” was cross-checked with 
main themes, “Enabling Contexts” and “Non-Enabling Contexts,” to ensure that all relevant data 
regarding clinic sessions were included. The final codebook includes definitions of the main 
subthemes organized by category or main theme. Quotes illustrating each theme are also 
included in the table. The final thematic codebook is provided in Appendix H (Table 3.4).   
Credibility and reliability. In order to ensure credibility and reliability, the second coder 
coded the data using the final codebook organized by the main themes developed by the 
researcher. Where the codes differed between the two coders, they discussed discrepancies and 
reached a consensus code. The student researcher kept notes during all consensus coding 
sessions. Of note, instances where the primary and secondary coder disagreed, they discussed the 
overlap between the constructs in the research questions themselves. For example, the two 
coders often discussed the homework element of the intervention as it often was coded as an 
intervention component, but also applied to implementation and occasionally context, as 
homework was part of the home visit. They determined homework should be coded as an 
intervention component although overlap remained evident. Strategy use versus strategies 
themselves also lent itself to a number of discussions. For example, some parents described a 
strategy that was helpful, such as a work system set up for tooth brushing. And other parents 
gave specific examples of using strategies at particular times, such as how they used the system 
while brushing their child’s teeth. Coders determined when parents were discussing a specific 
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strategy alone as useful or not useful, it would be coded as an intervention component. On the 
other hand, when parents referenced using a strategy as part of their daily routines with an 
example, it was coded as implementation. The second coder discovered a few details the student 
researcher had not considered. For example, some parents spoke about how the home visit forced 
them to prepare the home and the researcher coded it as a challenge. The second coder suggested 
the parents may have benefitted from organizing their home for the home visits. In the end, 
because it appeared the parents were expressing this extra preparation as a burden, it was coded 
as a contextual challenge. Discussing the constructs with the second coder helped clarify a few of 
the overlaps and helped in the establishment of credibility of the data.  
The multi-faceted demographics of the sample additionally lent itself to greater 
transferability of the data. Because the parents experienced different levels of intervention 
intensity and came from a variety of backgrounds, the data may be more applicable to a variety 
of families participating in early intervention services. For example, the interview data include 
parents who participated in two levels of intervention intensity and with a variety of education 
levels, income levels, and marital status.  
Revisiting the Research Questions   
The themes developed from the data were used to address the three research questions. In 
addressing the research questions, effective intervention components, effective coaching 
practices, and enabling contexts were described by themes developed unique to each category. 
The themes and subthemes that emerged from the data contribute to explaining the phenomenon 
of parent participation and implementation of TFT. Thus, the data may help researchers and 
practitioners better understand what is occurring while parents implement intervention strategies 
throughout their daily routines and activities. By gaining parental perspectives, the results may 
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inform intervention models with parent coaching in designing and implementing true family-
centered approaches. Parent perceptions add to understanding whether interventions are based on 
family priorities and concerns, and whether parents are active, collaborative partners in the 
process. Taken together, the understanding of these elements has the potential to improve early 








































The results from the interviews indicated all interview participants expressed overall 
satisfaction with the intervention components, implementation processes, and many contextual 
factors related to their participation in TFT ranging from their satisfaction with homework and 
their relationships with interventionists to the session locations. However, parents across groups 
perceived some challenges with the intervention components, implementation processes, and 
contextual factors related to their participation in TFT such as goal development, scheduling, and 
the limited time spent in the intervention. These parents’ reports of positive and critical 
perceptions may be used to improve TFT and other early intervention models. This chapter 
provides an overview of the participants’ responses and perceptions according to each of the 
following research questions:   
1. What innovation/intervention components of TFT (goals, strategies and materials), do 
parents perceive as helpful or not helpful in leading to successful implementation in their 
daily routines and activities for achieving positive child and family outcomes? 
2. What aspects of the TFT implementation and coaching processes do parents perceive as 
helpful or not helpful in leading to successful implementation in their daily routines and 
activities for achieving positive child and family outcomes? 
3. What contextual factors (when, where, and during which activities TFT is delivered), do 
parents perceive as leading to successful implementation in their daily routines and 
activities for achieving positive child and family outcomes?  
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The following sections provide a description of parent responses relative to the (a) specific 
intervention components, (b) intervention processes, and (c) contextual factors impacting 
their experiences in the intervention. 
As a reminder, 12 interviews were conducted with parents and caregivers from the four 
predetermined subgroups dependent upon the intervention intensity and family socioeconomic 
status (SES) as determined by family income, employment, and parent education level. Three 
interviews were with HIHS (high intensity, higher SES) participants. One interview was with a 
HILS (high intensity, lower SES) participant. Five interviews were with LIHS (low intensity, 
higher SES) participants. Three interviews were with LILS (low intensity, lower SES) 
participants. In the interviews with more than one caregiver (three interviews with mothers and 
fathers; one interview with a mother and grandmother), both participants agreed on content 
discussed during the interview process. Complete participant demographic characteristics may be 
viewed in the previous chapter in Table 3.1.  
Parents’ Perceptions of Intervention Components 
 The intervention components explored included (a) parent and child goals, (b) goal 
development, and (c) specific strategies, materials, and resources included in the TFT 
intervention program. Parents perceived many of the intervention components as helpful and 
efficient and a few as challenging and/or not useful. There were also some conflicting parental 
perceptions of intervention components across groups.  
Helpful Intervention Components 
The majority of parents agreed that certain intervention components were helpful leading 
to improved outcomes for their children and families. In fact, many parents shared they still have 
and use some of the materials and strategies such as visual cues, countdowns, and informational 
 
 73 
handouts. The intervention components highlighted to be most helpful for the majority of parents 
and their children were effective intervention strategies and helpful handouts/homework. This 
section will focus on the intervention components most parents consistently reported as 
beneficial to their families.  Further details and examples regarding ways in which parents 
learned to use the strategies and processes in their daily routines are explained in the following 
section regarding implementation.  
Specific effective intervention strategies. Parents described many of the intervention 
strategies as helpful and effective. For example, they highlighted ways in which the program 
helped them learn the importance of routines, structure, and consistency in their children’s lives. 
A single LILS mother whose own mother participated in intervention sessions said, “Before we 
got help, we didn’t know what to do. They taught us that he needs structure, we didn’t know 
that.”  A mother of multiple children, this mother learned the importance of incorporating 
structure and routine for her son with ASD. Another married, working LIHS mother used her 
newfound knowledge to help her son’s other providers establish routines and consistency for 
him.  Parents across all groups saw the value of establishing routines and schedules at home and 
at their children’s childcare settings. This clearly was an intervention component they valued and 
generalized to other settings. 
In establishing routines, schedules and expectations for their children, some parents 
reported the use of visuals to be effective. They recognized that visuals helped their child to 
understand daily schedules, transition between activities, and communicate his or her wants and 
needs. One married part-time employed HIHS mother said, “Integrating the pictures helped a lot, 
it really helped us to establish a schedule for him.” Many parents also appreciated specific 
strategies such as using visual and verbal countdowns to facilitate transitions. Regarding 
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countdowns, one LIHS father who shared the intervention participation responsibilities with his 
wife said, “The biggest thing we still use is, you have 5 minutes of this, 4, 3, 2, to help our child 
transition.” Other parents appreciated “first-then boards”, which combine two activity pictures 
sequentially to show children what will happen first and immediately after. Parents identified 
these boards as useful in helping their children know that one activity is getting ready to end and 
another will begin, thus facilitating transitions for children. A single unemployed HILS mother 
also reported continued use of the first-then concept verbally, “I can say first this, then that. I still 
rely on that verbally and I think it really helps.” A final use for which some parents found visuals 
to be helpful was helping their children communicate. One HIHS part time employed mother 
spoke about how her child did not communicate at the beginning of the intervention, but using 
visuals helped her son communicate, “Before he went into the program, he was completely 
nonverbal, and after using the pictures, he started to understand how to communicate and use 
initial sounds of words.” In sum, most parents across groups reported visuals were feasible and 
useful for helping their children in transitioning, understanding expectations, and 
communicating. 
Although most parents found visuals and transition countdowns to be helpful, a few 
individual parents felt differently. One Spanish-speaking married LILS mother 
commented, “I don’t use the pictures. He didn’t get used to the pictures. For us, sign 
language works better.” This mother did not find using the pictures to be effective with her son 
and already applied strategies to facilitate his communication. A grandmother who participated 
in the intervention session for her working LILS daughter also shared, “Didn’t they have a 
countdown strategy? Did that ever help? Sometimes he gets so upset he doesn’t hear anything. If 
you try some of the strategies when he’s really mad, he just won’t listen.” She reported that 
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especially when her grandson was upset, the countdowns were ineffective. These caregivers 
reported that a few select strategies were not effective in their particular situation.  Interestingly, 
the parents who reported visuals and countdowns did not work with their children were both 
LILS. This may suggest implementing some of the strategies may be more challenging for 
families in lower SES households receiving less intensive services. This could possibly indicate 
these families may not have had the time and physical resources to implement them successfully.  
In addition, these families may not have received sufficient information about implementation of 
these strategies since they only received the intervention in the clinic and home one time per 
week.  
Other specific intervention strategies individual parents found to be useful included (a) 
integrating choices, (b) following their child’s lead, (c) narrating activities, and (d) adjusting 
their own language levels. Choices were especially helpful during snack and mealtime to 
facilitate their child’s requests. A single working LILS mother said, “The number one strategy 
we learned was getting him to make a choice. That helped him a lot.” This mother shared that 
when she gave her child some shared control over situations, it helped him to communicate and 
stay calm when engaging in interactions and activities. One married unemployed LIHS mother 
described following her child’s lead and narrating activities below:  
So that is something that I’ve had to learn, letting him take the lead, the program was so 
good about helping me learn to determine what does he want to do? Then I try to share in 
that moment, so if he just wants to roll the truck, then let him do it. Then I get a truck and 
I try to help him see we both have a truck. And I talk to him about what he’s doing. 
 
She found these strategies helped her child engage with her. A working married LIHS mother 
with a minimally verbal child mentioned that using the “one-word” approach and matching her 
child’s language level was especially helpful in assisting her child understand expectations and 
increase communication attempts. These parents recognized a number of evidence-based 
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strategies as helpful in facilitating their child’s engagement and communication. Specifically, 
those strategies were (a) allowing for shared control in choices, (b) following their child’s lead, 
(c) narrating their child’s activities, and (d) matching their child’s language level. 
Further, parents perceived as beneficial the activity or work systems, in which tasks were 
organized in simple steps with clear beginning and end points progressing from left to right. An 
example of a task-based activity system would be a child working on sorting colors by driving 
colored cars from left to right into same colored holes. A married working HIHS mother 
described the ways these systems helped her son’s executive functioning. Another married 
unemployed LIHS mother stated, “That was very helpful. Before you begin another task, you’re 
helping them learn purposefully about the left to right system.” She recognized that breaking 
down the task helped her child understand the process of task completion. It is noteworthy that 
most of the parents who referenced these systems and were able to describe the systems’ 
complexity were from higher SES households at both levels of intervention intensity. The single 
LIHS mother with an advanced degree also described these as useful systems. This may suggest 
that the lower SES households receiving low intensity of services may not have perceived the 
activity systems to be as useful.  
 Helpful homework/handouts. Nearly all parents across intervention groups reported 
benefits related to homework and informational handouts provided during home visits. They 
found these to be important in helping to remember how to use strategies at home. One married, 
unemployed LIHS mother provided the following description: 
He would always give me a sheet of what we did during the time he was there. He told 
me what I could be working on so that when we met again, I could tell him about how the 




One married Spanish-speaking LILS father whose wife was the primary intervention participant 
(and both parents were present for the interview) said, “I actually think homework is a very 
important part. It reinforces us to do it. We have a checklist so we know to do it…otherwise we 
would forget.” These parents recognized that the paper copies of the homework with specific 
guidelines and instructions helped them remember to implement the intervention and held them 
accountable to do so. Parents reported posting the homework sheets in their children’s rooms, on 
their refrigerators, or other easily accessible locations within their homes demonstrating the 
usefulness of the homework handouts.   
A few parents additionally received and valued supplemental informational handouts on 
topics such as understanding behaviors. For example, one HILS single mother described the 
“Iceberg Model” of behavior, which explains that the viewable child behavior is only the “tip of 
the iceberg.” The model illustrates there may be additional underlying causes, and this mother 
found the information to be integral in helping to understand her son’s behaviors. She said, “I 
think the iceberg model to understand behaviors is huge. It helps you to look at a child’s 
behaviors differently.” A HIHS mother of a nonverbal son also described the usefulness of the 
“Iceberg Model” to help her understand her son’s behavioral and communicative intent. She 
noted that she still uses all of the informational handouts provided during the intervention 
program. Again, parents viewed the homework sheets and informational handouts as extremely 
useful in understanding their children’s behaviors and knowing how to facilitate their children’s 
development and communication at home. 
In sum, parents found a number of intervention strategies including visuals and 
countdowns to be useful in helping their child understand expectations and transitions. Many 
also found visuals to be helpful in facilitating communication. Mothers and fathers in all groups 
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especially appreciated homework for its accountability as well as its impact in helping them 
remember to apply intervention strategies. They seemed to learn and benefit most when 
information was provided as a paper copy that they could easily reference. These parents’ 
perceptions suggest the importance of providing paper copies of information to early intervention 
participants as a means of family capacity building for translating knowledge and skills into their 
daily lives. In addition, some parents, particularly those from higher SES households at both 
intensity levels, benefitted and learned from work systems specific to the TFT intervention.  
Unhelpful Intervention Components 
Alternatively, the majority of parents perceived a few intervention components as less 
helpful. More accurately, they perceived a few intervention components to be lacking from the 
intervention. The intervention components that parents perceived to be missing were the need for 
next steps and additional resources.  
Need for next steps. Nearly all parents across all groups expressed a desire for additional 
guidance following their time in the intervention. One single HILS mother said: 
The recommendations coming out of the program were something I think could be more 
concrete. I walked away and I don’t remember reading in the exit report’s 
recommendations section anything about the specific programs for kids with ASD. I wish 
that someone had said, not just these are the resources in the area, but we’ve now spent 3 
months with your child - we know him inside and out. I know his needs because I am the 
expert, don’t do this, because that’s going to be expensive, time consuming, this would be 
your ideal, and the like. 
 
This mother was disappointed with the general directions given to her following her child’s time 
in the intervention and would have benefitted from more specific, individualized suggestions. In 
other words, this mother was asking for a list of available evidence-based practices that would be 
applicable and useful for her child and family. Other parents agreed they could have used more 
concrete suggestions following their time in the intervention in order to help them make 
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informed decisions about services to seek for their children. A married LIHS mother suggested 
the final reports could have been more specific and said, “I think it just needs more 
personalization at the end, you would walk away and feel that much better about the future.” She 
suggested that more individualized recommendations following her participation in the 
intervention would have led to increased feelings of empowerment and positivity about the 
future. More personalized information about their individual children’s needs and available 
resources to meet those needs was needed so these parents could engage in informed decision-
making and advocacy for their children.  
Similarly, a few parents did not feel confident in their ability to continue using the 
intervention approaches as their children grew older and gained skills as illustrated by this 
married HIHS mother: 
I would tell them, I’m not going to be able to do this when I don’t have you because I 
don’t know how to progress him through the steps when he’s older. I know they can’t just 
hand me a blueprint for the rest of my kid’s life either, but, just something, so that you’re 
not just going, ok, well they’re gone now, what do I do? 
 
These parents all agreed that they needed a little more support at the end of the intervention 
period regarding what they should do next. It appears individualized supports were provided 
throughout the intervention process except at the conclusion. Clearly, many parents felt they 
needed more support, encouragement, and guidance following the intervention to assist them in 
moving forward with their child’s services. 
Need for additional resources. Along with clear directions and recommendations 
following participation in the intervention, many parents noted the need for resources that could 
enhance or improve the intervention model during participation. The suggestions included 
regular parent meetings during clinic sessions, and simple, direct information related to (a) 
desiring more paper copies, (b) navigating the internet and understanding autism, (c) educating 
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others about autism, (d) navigating the school system, and (e) including siblings in the 
intervention.  
Parent meetings. A component of the initial intervention model was occasional planned 
parent meetings during clinic sessions. Two of the interview participants were enrolled in the 
intervention while these parent groups occurred. One married LIHS mother who was a 
participant in parent meetings shared: 
The leader had something to talk about and provided handouts and information every 
time. Then other parents would share their experiences and that was helpful, too. I didn’t 
feel so alone, I felt like there was a community of people I could turn to.  
 
This mother benefitted from the parent meetings, and pointed out that the meetings were yet 
another source for her to receive paper copies of useful information. Half of the participants who 
were not enrolled while the parent group meetings occurred as part of the intervention desired to 
be included in such groups, and one Spanish-speaking LILS married couple suggested: 
DAD: Sometimes we talk about us not having friends, and I thought, hey, maybe we can 
make friends with other parents of kids with autism.  
MOM: Yeah, I think it would be good talking to other parents because you can learn. 
You may have some questions, and maybe it happened to them and they can tell you, 
‘here is what I did’, I think that would be helpful.  
 
Other parents recognized the challenges in holding regular parent meetings, such as this single 
HILS mother who said, “I think the parents are already there so you have a captive audience, but 
not all parents would be receptive. You don’t want to force them. They might want to use that 
time to work remotely.” Although the agency does routinely offer more general parent support 
groups and informational sessions during the day and evening, many of the participants were 
unable to attend these due to a number of reasons including childcare limitations.   
One married HIHS father who shared intervention responsibilities with his wife had a 
potential solution to this challenge. He suggested the agency hold parent discussion groups 
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online so that parents may remote into such meetings. He also suggested that the agency create 
online video resources for parents to access. A married LIHS mother agreed that online 
discussion groups would be beneficial and suggested: 
I feel like the agency is kind of more intimate in a way, so I wish there were an online 
message board where the families can go to and just say [hypothetically], “Hey, where’s 
a great school? Because I had such a horrible experience here or there.” 
 
This information sharing relates back to the idea of parents needing directions and suggestions 
following their participation in the intervention. However, these online discussion groups could 
also serve as a resource for parents while enrolled in the intervention. These parents recognized 
the importance of capitalizing on the benefits of using technology to facilitate intervention 
delivery and implementation as well as sharing information about resources. 
 Simple, direct information. Some parents suggested the need for simplified information 
pertaining to the intervention strategies and approaches. For example, one LIHS mother said, 
“Some things went over my head, so maybe providing an easier summary or handout of some 
sort – I think a lot of [information] was verbally given.” Although parents mentioned how 
helpful paper copies of information were, this mother reported she did not always receive 
information in a paper copy. She again suggested the benefits of, and the need for, more simple 
paper copies of information.  
 Many parents felt they knew and understood ASD, but a few parents mentioned the need 
for additional information particularly related to children with ASD getting older. A few parents 
also expressed a desire for information and services that are applicable for children with higher 
functioning ASD. One Spanish-speaking married LILS mother said, “There’s always a lot of 
information on the internet and you really don’t know what’s true and what’s not true, but as a 
parent you want to do the best you can.” She recognized the overwhelming amount of 
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information about ASD on the internet and desired supports to help her navigate that information 
to determine what is valid and what is not. A LIHS married mother also shared that she would 
have benefitted from information specific to special diets and biomedical interventions when she 
asked about it during her time in the intervention. She said: 
I know it’s not science backed research - the whole biomedical and diet side of it - but I 
think information about that could definitely help people. If it’s put on the table for them 
and then they can make their own decisions about it, just like I can make my own 
decision about ABA or speech or occupational therapy 
 
This idea is particularly interesting, because, as this mother points out, many interventions 
described on the internet are “not backed by science”, or evidence-based, but she felt strongly 
that the biomedical intervention helped her daughter. She also felt the professionals with whom 
she interacted (during this intervention and other therapies) all encouraged her not to pursue that 
type of intervention. This perspective may suggest it is important to validate parents’ feelings 
and concerns by giving them understandable and useable information about the evidence-base of 
different intervention approaches available, but also encouraging them to make their own 
decisions.  
Importantly, a few other parents wanted resources to help them educate others about ASD 
as this unemployed LIHS married mother said, “I don’t know, but it would be good for people 
that are in a child’s life to just see how challenging it is.” This mother desired resources to help 
family members and friends understand what it is like to have a child with ASD. Another 
married LIHS mother explained: 
I think the more you know, the more you don’t feel alone. But how is the best way for us 
to educate others? Because you want to be able to explain your child in the fullest light, 
so people really appreciate and understand what autism is and how they can then take that 




She recognized that others may not fully understand ASD and she would like to learn ways to 
explain and describe autism. Having this knowledge could lead to increased parent capacity 
building and confidence in educating others about ASD. Short informational handouts describing 
ASD and ways to explain it to others could be helpful in accomplishing these parents’ goals. 
Again, these parent comments highlight their need for additional informational support to assist 
parents in that sharing important information and facilitating their child’s development.   
A few parents spoke about the desire for supports as their children enter the school 
system. One married HIHS mother experienced difficulties navigating the school system once 
her son turned three and shared: 
I think that for me, dealing with the school system has been a challenge, knowing how it 
works and knowing how you can push back when you’re not getting what you want, what 
your rights are. I’m not saying there aren’t resources out there for you, but I feel like it’s 
too important not to really educate parents when you have that point of contact in early 
intervention. 
 
In addition, the married Spanish-speaking LILS couple whose son had not yet entered the school 
system expressed the need for information related to navigating the schools especially as it 
relates to bullying. The father said, “I’ve been thinking about this. When he transitions to 
a school, we worry about the bullying and all that kind of stuff. We want information and 
supports about managing that.” As demonstrated by the above parental concerns, additional 
specific information at the end of the intervention could include helpful tips on navigating the 
school system.  
Some parents shared stories about successful inclusion of siblings especially during home 
visits, such as this single HILS mother speaking of another family who was in the intervention 
with them, “They would involve the younger sibling and it was wonderful because the sibling 
was the peer for her older daughter. So, they would do circle time with all the 4 of them.” 
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However, a few parents with multiple children did not experience sibling inclusion during all 
sessions as expressed by a married LIHS mother with two children who shared, “That would be a 
good idea to have siblings involved with their other siblings, especially if they’re close in age, it 
would help with the dynamic.” She expanded about her own son’s sibling who was slightly older 
in age than her son with ASD, and desired for him to be included in intervention activities. This 
mother and her family desired a targeted sibling role or program as a component of the 
intervention.  
Individual parents from higher SES households suggested a few other specific 
intervention components and materials. These ideas included a married HIHS mother who 
suggested having a library for parents to check out books, and a married LIHS mother who 
suggested a calendar to help keep track of appointment times. 
In sum, regarding the need for additional intervention components, parents had a few 
suggestions for improvement. Most parents desired simple directions and recommendations 
following their participation in the intervention. Some parents also shared they would have 
benefitted from inclusion of siblings in the intervention and parent support groups. They desired 
specific resources for assistance in navigating the school system or the overwhelming amount of 
information on the internet. Parents were also interested in accessing information through 
technological channels. They had different perceptions regarding a few intervention components 
discussed below.  
Conflicting Views of Intervention Components  
Parents perceived one broad intervention component, parent and child goals and goal 
development, in different ways. Although parents generally reported their children’s goals were 
appropriate and matched what they wanted their child to learn, they did not consistently recall 
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family-centered strategies in the goal development process such as being involved in their child’s 
goal development or in the development of parent goals.  
 Different ideas about goals and the goal setting process. Parents expressed different 
views related to their child and family goals. The intervention components with differing 
parents’ perceptions of the goal setting process are described below.  
Child goals. When asked whether child intervention goals matched their priorities, most 
parents in all groups responded that goals did match their priorities. Regarding involvement in 
goal development one married HIHS working mother stated, “I think they were interested in the 
kinds of things I wanted to work on or that I found problematic. They were helping me try to find 
solutions.” Although she did not expand with further detail, she explained that she believed the 
interventionists valued her input and acknowledged her priorities in the goal setting process. A 
married Spanish-speaking LILS couple agreed as the mother said, “Well, I just remember I told 
them I wanted to be able to communicate with him and understand his needs.” This couple 
reported that their child had intervention goals focused on communication, which was their 
primary concern. In these cases, the intervention approach to goal development appeared to 
support family-centered service delivery characterized by parents and caregivers as active and 
collaborative partners in service planning. The parents felt supported and empowered by the 
focus on their concerns and priorities.  
Although some parents felt confident and empowered by the collaborative goal setting for 
their children, other parents did not feel they contributed to their child’s goals and just followed 
the interventionists’ suggestions. When asked whether they felt involved in child goal 
development, the father in married LIHS couple who split intervention participation said: 
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I don’t think we knew what a reasonable goal was, they sort of told us and we went with 
it, because we didn’t know any better. I think we were just so overwhelmed by it, we just 
started going with the flow. 
 
When discussing goal development, a single LILS mother shared, “I really didn’t know what to 
expect, I’ve never heard of autism, so I didn’t know, I just noticed he wasn’t like my other kids.”  
She expressed she had no real knowledge about what ASD is, so did not know what to target for 
child goals. In these cases, parents felt they did not have the knowledge or expertise to determine 
their child’s goals so deferred to the interventionists’ expertise. Importantly, these parental 
perceptions may indicate that parents did not feel confident sharing their priorities for their 
child’s development. Thus, more information sharing about the developmental needs of young 
children with ASD may have been useful in assisting these parents develop child goals. 
Furthermore, purposeful exploration of family routines and preferences as part of goal 
development may have assisted in successful participation in goal development.   
Other parents, particularly working parents, voiced general feelings of being 
overwhelmed during the goal development process while experiencing other life circumstances 
such as a newly diagnosed child and just beginning early intervention services. A married LIHS 
mother said, “We were very much in survival mode back then.” Interestingly, another married 
LIHS mother said although she was invited to be involved in her son’s goal development 
process, she did not desire to do so: 
I was like, you guys, I love you, but I have no idea. I’m here because I want you to set the 
goals. And I think it’s hard, it puts pressure on the parent because you feel like you’re 
under water and you’re flailing, you’re drowning. We don’t know, that’s what we are 
here for!  And I’m sure it’s probably more rare than common that a parent comes in with 
this is what you’re going to achieve and this is how you’re going to do it because it’s not 
realistic. 
 
This mother expressed feelings of being overwhelmed and shared that expecting her to have 
ideas related to what her son needs actually intensified these feelings. Family-centered services 
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and recommended practices in early intervention suggest that child and family goals should 
focus on family needs and priorities. Yet, it appears in some cases, family priorities included 
deferring to what the early intervention staff felt was appropriate for child goals, likely because 
they did not have enough knowledge of possibilities. Some parents were overwhelmed with their 
child’s needs and sought clear direction and support from their interventionists.  
Interestingly, these reported feelings came from parents in both higher and lower SES 
households receiving both levels of intensity, suggesting that the feelings may be more common 
than expected. Parents who expressed feeling more involved in their children’s goal development 
also were not exclusive to one SES level or intensity level. These findings support the overall 
need for increased targeted parental capacity building in goal development processes. 
 Parent and family goal setting. Very few parents recalled developing parent or family 
goals for themselves. As a result, they did not have extensive comments related to their own 
goals. Some parents provided information related to general parent goals. For example, one 
single LILS mother whose own mother was the primary intervention participant said, “Well, I 
would say that my goal was to try to understand him, because he didn’t talk for a while.” Other 
parents like this single LILS mother who split intervention sessions with her own mother said 
such things as, “No, I didn’t even think about myself.” She was concerned about helping her son 
and only helping her son. This is the same mother who had no knowledge of ASD coming into 
the intervention so might have benefitted from some additional information, support, and 
encouragement to contribute and collaborate in developing goals both for herself and her child.   
The lack of parent goal development seemingly is a challenge in the context of family-
centered services, yet it is unclear whether parent participants themselves perceived this to be a 
challenge or a missing intervention component. It is quite plausible that parents simply did not 
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know and understand what a parent goal can and should be. One appropriate parent goal would 
be setting clear and concise parent goals related to developing a collaborative plan for children 
and families following intervention participation. This relates to parents’ desires for next steps 
following intervention participation. Other relevant parent goals would be learning ways to 
educate others about ASD and learning to navigate information on the internet. Parents described 
both activities as potential additional components of the intervention. Incorporating such goals 
specific to parent outcomes has the potential to increase the intervention’s impact on child and 
family outcomes. 
Summary of Group Similarities and Differences  
Parents across all subgroups agreed on many benefits and challenges of the intervention 
components. It is especially noteworthy that parents who reported contributing to child goals and 
collaborating in this process were not exclusive to any one group. Parents who described lacking 
knowledge related to their child goals were also in both SES and intervention intensity groups 
and were often highly educated. This finding may indicate that many parents do not feel 
confident in their expertise as it relates to their children, and what goals they and the 
interventionists should be targeting. Furthermore, parents who specifically expressed being 
overwhelmed resulting in a lack of desire to contribute to their child’s goals were in LIHS 
households. Yet, parents across all groups reported that in the end, target goals matched what 
they wanted their child to learn, which may suggest that these parents were happy to defer to 
early intervention “experts.”   
In addition, the few parents who reported the pictures and countdowns were not useful 
were in the LILS group, suggesting that perhaps increased support or alternative approaches in 
using and applying some of these strategies may have been necessary. Of note, these are the 
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same strategies that other parents found to be effective so further exploration may be needed in 
order to better understand this discrepancy. It is plausible that this is a result of fewer resources 
and competing demands in lower SES households. Similarly, parents receiving low intensity of 
services in lower SES households did not discuss work systems. This finding may indicate these 
families needed additional support in using work systems, or did not find them to be as 
beneficial. 
Interestingly, parents who described feeling overwhelmed were receiving low intensity of 
services from higher SES households. This finding could be related to families who were only 
able to commit to 3 hours a week of intervention likely have a number of other commitments 
including work and other therapies regardless of their SES. In sum, with a few exceptions, 
parents in all groups perceived many of the intervention components to be useful and were 
generally pleased with the goals, strategies, and materials. Similarly, there were commonalities 
and differences among the parents regarding the coaching process of the intervention as 
described below. 
Parents’ Perceptions of Implementation Processes 
 Implementation processes in the present study focused primarily on the parent coaching 
process and how it helped parents successfully learn to implement strategies as part of their daily 
routines and activities. The interviews included questions focused on what aspects of the 
coaching process were effective such as practice, observation, reflection, and feedback. Parent 
participants found many of the implementation processes to be helpful However, there were also 
a few implementation processes parents perceived in conflicting ways. Specific examples of 




Helpful Implementation Processes  
Parent participants reported the coaching approaches helped them learn to implement the 
intervention. The implementation processes that parents found to be the most beneficial were (a) 
helpful observations, (b) useful feedback, and (c) positive relationships with interventionists 
leading to parents’ feelings of empowerment.   
 Helpful observations. Parents in all subgroups appreciated and learned from watching 
the interventionists implement strategies with their children. A married working LIHS mother 
commented, “Someone could talk to me all day long, and if it doesn’t click, it doesn’t click, but 
if I see it after we’ve spoken, then it just really helps me learn.” She highlighted the importance 
of seeing something in action in order for her to truly learn and understand it. Moreover, a 
married HIHS mother said, “It was very helpful to watch them and to see the kinds of things that 
they did to get an example of how I might use specific toys.” This mother also learned strategies 
and applications from observations of the interventionists. In summary, most parents across 
groups appreciated and learned from the modeling component in parent coaching. Specifically, 
watching the interventionists model ways to interact and play with their children helped parents 
learn to implement intervention strategies. These findings support interventionist-child 
interactions with the purpose of modeling strategies in parent coaching approaches. 
Useful feedback. Similar to benefits reported from observing interventionists, parents 
across all groups additionally appreciated the feedback provided by the interventionists. Parents 
found the content to be useful and valued the manner in which the interventionists provided 
feedback during coaching sessions. For example, the Spanish-speaking married LILS mother 
commented, “They were really careful in how they spoke to you. They did not say “Oh no, no!” I 
never felt like I did something wrong. They were always really nice, and they definitely knew 
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how to teach. They knew what they were doing.” The LILS grandmother who participated in the 
majority of intervention sessions agreed and said she thought the feedback “was good because 
they could tell me what I needed to work on and what I was doing very well, and they always 
seemed to do both.” She appreciated the positive comments along with some constructive 
suggestions. It should be noted parents appreciated the verbal feedback during coaching, but as 
described above, some still desired additional paper copies of information. As a result, including 
paper copies of feedback during coaching sessions may have increased the effectiveness of 
feedback provided. Nonetheless, parents reported they learned from and appreciated 
interventionists’ feedback. They also recognized and valued the constructive, kind, and non-
judgmental way in which the interventionists provided it. This approach seems to have enhanced 
participants’ learning. In parent coaching approaches, these findings support the importance of 
coaches not only providing feedback to parents, but also being cognizant of the manner in which 
they are providing it. 
Positive relationship with interventionists. To further illustrate the supportive coaching 
approach used, interview participants described a strong relationship with their interventionists 
across settings. This relationship positively impacted their coaching experiences and abilities to 
implement the intervention. Parents expressed they felt the interventionists genuinely cared about 
their child and family. A single HILS mother explained, “What I felt coming out of the program 
when [child] finished, was these people cared about my son and cared about our family and our 
success.” Parents also highlighted that the interventionists were (a) patient, (b) kind, (c) helpful, 
(d) compassionate, (e) personable, and (f) approachable. A Spanish-speaking married LILS 
father whose wife participated in most of the intervention sessions shared, “Their attitude was 
always helpful. They were very nice, kind, and patient. We were very pleased. My wife felt a 
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sentimental attachment.” This couple shared they considered the interventionists to be “friends”. 
These parents illustrated the importance of interventionists building strong genuine relationships 
with children and families. 
Parents additionally spoke about the interventionists’ skills including their abilities to 
relate to children. This LILS grandmother said of the home interventionist, “He was so into my 
grandchild, it was amazing. He was gentle with him. He really has a way with children.” Parents 
made similar comments about the clinic interventionist(s) as by this married LIHS mother: 
I’m sure she connects with every child she works with, because I just think she’s 
phenomenal. I think she just intuitively knew what my child needed. She knew, right 
away, that my child liked music, singing, and reading books. She developed ways to pull 
that out of him to be interested to sit down and do the clinic activities without any issue 
or resistance.  
 
Parents valued the relationship they created with the interventionists, and the relationship the 
interventionists established with their children.  
Overall, these parents illustrate the importance of establishing trusting relationships with 
parents and families as early intervention providers. Creating relationships with and being 
responsive to parents and children are very important in early intervention service delivery. As a 
result, these perceptions support the importance of interventionists focusing on relationship-
building as part of their early intervention service delivery.  
Gained feelings of empowerment. Parents in all groups reported that following 
participation in the intervention, they gained feelings of empowerment because of their increased 
skills in using the prescribed intervention strategies and approaches. All parents reported they 
were somewhat or very comfortable implementing autism specific strategies with their children 
with ASD.  One married LIHS mother said, “It built my confidence, I think that’s just so 
important for them to know that they are helping parents build their confidence.” Similarly, the 
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Spanish-speaking LILS married couple agreed that working with the team fostered feelings of 
empowerment as the father expanded, “We are feeling more confident because we are learning 
more about kids with ASD. We feel stronger.” This couple expressed feelings of gaining strength 
from their participation in the intervention. Moreover, they shared their gained confidence and 
skills helped strengthen their own relationship as a married couple.  
Other parents reported they gained specific skills in communicating with and 
understanding their children through their coaching experiences. This married LIHS mother 
explained, “I mean they helped me figure out how to communicate with my child, it was great. It 
was like learning another language really.” She recognized that they helped her understand ways 
that her daughter communicated or the “language” her daughter spoke. The gains in 
communication, in turn, enhanced their relationship. Parents and caregivers also described life as 
more manageable and easier following their participation in the intervention including this LILS 
grandmother who said, “It’s a lot easier now that we’ve learned about him and how to work with 
him”. She credited what the interventionists taught her as helping her understand her grandson. 
She explained that this led to a less stressful daily life for herself and her family.  
It should be noted parents additionally described benefits of being coached in the clinic 
and in the home setting. Coaching across settings provided both structured, controlled coaching 
as well as the opportunity to generalize gained skills across daily routines and activities. These 
ideas are discussed further in a later section explaining enabling contexts of service delivery. In 
sum, many parents reported that their time in the intervention led to capacity building by giving 





Conflicting Views of Implementation Processes  
Parents expressed conflicting ideas related to a few implementation aspects. Parents 
reported mixed feelings during practice and varying success using strategies regularly in daily 
routines. Those parent perceptions are reported below.   
Mixed feelings during practice. Some of the parents from each subgroup learned the 
strategies most effectively when given the opportunity to practice the skills. A married HIHS 
mother simply stated, “I think I found doing it to be the most helpful.” Another married working 
LIHS mother appreciated the combination of watching skills and practicing and said, “Seeing the 
model, and being able to do it myself was definitely really crucial for us to keep on trying to do 
things at home.” She recognized that without the practice, she might not have been able to 
implement the intervention at home. These participants illustrated that it was easy and helpful for 
them to practice the intervention strategies in front of the interventionists. 
Although many parents perceived practicing strategies with their interventionists while 
receiving feedback as helpful and enjoyable, a few parents from higher SES households at both 
intensity levels explained they felt uncomfortable practicing in front of the interventionists. A 
married working LIHS mother who received clinic coaching explained she was always asking 
the interventionists if she was doing all right and continued: 
They were always saying, “Yes, because we can tell that you’re doing x, y, and z.” 
Maybe I needed more, “You’re doing great!” and I’m sure they said that, but I know I 
always asked them. Afterwards, they were probably like, “Get her out of here!”  
 
This mother voiced feelings of insecurity practicing in front of her interventionists and desired 
some more encouraging feedback as she practiced. These perceptions suggest interventionists 
engaged in parent and family coaching should recognize and inquire about preferred coaching 
styles and adjust their coaching processes accordingly. Further, the importance of 
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interventionists’ continually reinforcing parents’ attempts toward implementing the intervention 
components was highlighted by these parents’ comments. Some parents appeared to need more 
encouragement throughout their coaching practice experiences.  
Varying success using strategies in daily routines. As described when discussing 
intervention components, parents perceived a number of strategies as useful and helpful.  
Expanding upon this, many parent participants provided examples of instances they were able to 
use intervention strategies and approaches as part of their daily routines and activities. They also 
shared some examples of being coached during daily routines such as tooth brushing, 
transitioning to the car for outings, and meal times. This was likely facilitated by the routine-
based interview in which they participated at the beginning of the intervention. For example, 
parents spoke of using a series of pictures of preferred characters for their child to find in order 
to facilitate transitions. Other parents explained ways in which they learned to use strategies to 
facilitate their children’s communication. Specific to her son, this married Spanish-speaking 
LILS mother gave an example of how she learned to wait for her son to include eye contact with 
a request, saying: 
I learned to pay more attention to what he’s doing, like when he gives me something, I 
would think, “oh he wants this,” but they told me, “No, don’t take it, you need to wait 
until he looks at you.” They taught me to wait because he needs to learn how to 
communicate. 
 
Some parents also reported that they were able to apply work systems to their daily 
routines and activities. For example, parents benefitted when they were coached to apply the 
approach to tooth brushing. One single unemployed HILS mother described how her son 
benefitted from such a system by sharing, “We still use a shoebox for tooth brushes so that 
moves from left side to right side, and he gets the four steps. He understands when he’s done 
because they’re all in the cup at the end.” These examples illustrate how coaching sessions 
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during tooth brushing and other daily routines and activities helped parents learn to regularly use 
and apply strategies.  
One LIHS father who participated in clinic coaching sessions spoke about how he learned 
to play with his daughter through his intervention sessions, “Being as old as I am, trying to 
remember how to play as a toddler was completely impossible. It just wasn’t instinctual to be so 
silly, so I learned better how to interact on her level.” He learned to be animated and silly when 
playing with his daughter during his coaching sessions. These skills helped his daughter engage 
in play interactions with her father, thus improving the quality of their interactions. 
Parent participants further noted that they were able to organize the space in their homes 
with the assistance of interventionists during home coaching sessions. One married LIHS mother 
noted, “He helped me reconfigure the space in here where my child spends the majority of her 
time so that it worked for her.” In sum, parents in all groups provided examples of using 
strategies and materials in their daily routines. It is noteworthy that many learned skills were 
unique to individual children, such as the father learning to play with his daughter. Again, the 
parents’ perceptions highlight the importance of individualizing coaching targets and styles 
instead of following one prescribed process. Such a process seems important for parental 
confidence in integrating the intervention into their daily lives.  
Alternatively, although many parents reported they were able to implement the 
intervention within their daily routines, other parents described challenges in doing so. The 
majority of parents who reported such challenges were working full time and had other children. 
Some parents described their lifestyle simply did not lend itself to implementing the intervention. 
A married LIHS mother who worked part time explained how implementing the intervention 
during her daily life was challenging, “I mean, you have to be ultra-prepared. We are not a 
 
 97 
family of routine at all...we wake up different hours each day, we do different things throughout 
the day...it just never happened. We never did it.” Other parents agreed it was challenging to 
integrate the intervention into their “chaotic” lifestyles such as this working married LIHS 
mother with two children: 
Both my husband and I work full time, we don’t get home until 6, so being able to 
implement strategies is tough. I always felt guilty and I still do when I can’t do certain 
things. I feel like for a lot of families this is the first starting point to the journey, so 
interventionists could tell parents it’s okay - things really evolve and get easier, I would 
have liked that guidance and encouragement. 
 
She explained how difficult it can be to integrate intervention strategies while working and 
caring for other children, and suggested interventionists could more clearly communicate that as 
acceptable. This mother highlighted the need for ongoing support and encouragement not only 
during live coaching sessions, but also in discussions around successes and challenges 
encountered in implementation. These comments warrant further consideration of individual 
family styles, dynamics, and schedules when determining the best approach and style to 
coaching parents. Some parents easily integrated the strategies into their daily lives and others, 
primarily those with competing demands, were not able to do so. Taking time to understand 
families’ structures, styles, and routines also appears to be crucial in whether families will be 
able to implement interventions in particular ways as part of their daily lives. This finding 
indicates the importance of obtaining parents’ input relative to goals and during which activities 
to target them.  
In addition, a few parents across groups shared challenges using specific strategies and 
explained they did not think all strategies were necessary to use with their child. For example, 
this Spanish-speaking married LILS mother said, “He already knows how to do some things. So, 
when they told me, ‘oh, it’s better if you do it this way,’ I didn’t want to change.” She explained 
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her son already had a system for tooth brushing so did not benefit from changing that particular 
routine. Another married HIHS mother discussed how she was uncertain regarding how far to 
push her child when using strategies to target any given skill. She had difficulties deciding “At 
what point do you hold out for a little bit more versus giving him what he’s asking for how 
because you don’t want to be aversive.” This mother appeared to need a little more guidance in 
using particular approaches with her child. Although the above were isolated instances of 
challenges, they highlight the need for individualized coaching supports for each family 
including ensuring parents desire to learn specific skills.  
Summary of Group Similarities and Differences 
Parents in all groups benefitted from observing the interventionists implement the 
intervention strategies and from feedback provided following coaching sessions. These parent 
perceptions indicate that modeling and careful feedback are important elements to successful 
parent coaching. While many parents in all groups enjoyed and learned from practicing skills 
with interventionists present, a few parents from higher SES households felt uncomfortable and 
desired additional encouragement while practicing strategies. These findings support the need for 
ongoing positive supports during coaching sessions and intervention service delivery. 
Some parents in all groups reported successfully using and applying strategies in their 
daily lives. Working parents and those with other children reported the most challenges using 
select strategies within their daily routines. Families in higher SES households receiving low 
intensity levels, who were not as structured in their daily routines, especially struggled in 
integrating intervention strategies saying they simply did not fit into their lifestyles. Other 
working families were quite busy and faced challenges integrating the intervention strategies 
during the limited time they were together. Some of these parents desired more acceptance of 
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this reality by the interventionist. These ideas illustrate the need to understand family style, 
structure, and routines and individualize coaching accordingly. 
Parents’ Perceptions of Contextual Factors 
Contextual factors explored in the present study focused primarily on where, when, and 
how long the intervention was delivered. Parents perceived many of these contextual factors as 
helpful and enabling, and a few contextual factors as unhelpful or not enabling. They also 
reported consistently conflicting ideas about a few contextual factors.   
Helpful Contextual Factors  
Contextual factors parents perceived to be enabling and effective were appropriate 
locations and adequate individual clinic session lengths. These contextual factors positively 
impacted families’ experiences in the intervention. 
Appropriate locations. Parent participants in all groups agreed the intervention delivery 
method that included sessions in clinic and home was appropriate and beneficial. However, they 
also provided positive and negative feedback specific to both locations. One married LIHS 
mother noted regarding intervention delivery in clinic and home, “I thought it was great. That 
way they’re able to be in a more social setting with kids and then come to the home and talk 
about more things you could do there.” Additional comments about benefits and challenges of 
clinic sessions and home visits individually are described by location below.  
Clinic benefits. Parents noted a number of benefits to having group intervention sessions 
in the clinic. Many parents modeled their home implementation and materials after what they 
saw in the clinic as described by a married LIHS mother, “It was just good to see the structure in 
clinic because that’s how we tried to tailor our home. I definitely liked the in-clinic. It was 
important for us.” Other parents agreed and spoke of how the spatial arrangement of the clinic 
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helped their children engage in activities during the sessions. A married LIHS mother said, 
“They did a good job of refining space. He felt comfortable in those little rooms and spaces and 
my child knew that this is what you were in that little area to do at that time.” Parents found it 
helpful to see their child successfully interact with others in the clinic while outside of their 
comfort zone. Parents across all groups seem to recognize the benefits of having sessions in the 
structured environment provided by the clinic setting that they did not experience in home 
settings. 
Participants additionally provided some specific details about coaching sessions in the 
structured clinic location. One married HIHS mother said, “I think doing it in clinic was more 
helpful than home visits because my child was a little more focused in the clinic with the specific 
stations and the structure.” She recognized the clinic structure facilitated her child’s engagement 
in some of her coaching sessions. These preferences are especially important to take into 
consideration in early intervention where the majority of service delivery occurs during home 
visits. Parents appreciated and learned from aspects of parent coaching in the clinic such as the 
structure the clinic provided and seeing their children engage in new activities and routines. This 
indicates there may be benefits to including parent coaching sessions in more structured settings 
when available. 
Another contextual clinic benefit that parents discussed was the opportunity for their 
children to interact with other children and for themselves to interact with other parents. 
Although much of the clinic sessions involved one-on-one interactions with an interventionist, 
parents appreciated that there were also group activities during snack and at the end of clinic 
sessions. This married HIHS mother said, “They even had a time where they came together with 
other kids which was really helpful for my child.” Some parents benefitted from meeting other 
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parents in the waiting room during clinic sessions. A LIHS father who attended the clinic 
sessions while his wife attended the home sessions explained: 
There were three other parents around during that hour and we would discuss, “we’ve 
had this, have you seen it too?” I think it helped us learn we’re not the only ones. I used 
to joke it was almost like a group therapy session.  
 
As noted previously regarding the intervention components, many parents desired a more formal 
parent support group as part of the intervention. However, this father seems to have benefitted 
from an unofficial group just by the nature of being in the waiting room at the same time. 
Importantly, this opportunity would not have been available had all sessions been held in the 
home or at the child’s daycare. 
A married LIHS mother spoke about the general pleasant environment and friendliness 
she experienced in the clinic, “Everyone was very open, friendly, everyone knew everybody, so 
to me, it’s good to walk into an atmosphere like that.” One married, stay-at-home LIHS mother 
also appreciated the break that her child’s time in the clinic provided her and said, “Just being a 
stay-at-home parent, you kind of put yourself to the side and you never get your needs met. So, 
the clinic provided a little break for me to have somebody else working with him.” This mother 
was highlighting that although she appreciated learning the skills and techniques as part of the 
intervention, she also appreciated the clinic session provided her with a little time off.  
Parents whose children had not started attending preschool or daycare also recognized 
holding sessions in the clinic facilitated their child’s transition to the school setting. For example, 
this married Spanish-speaking LILS mother said, “They try to make the classroom similar to 
how it is at school so that helped him know how school works. I like that the clinic started to 
make him feel comfortable with how it was going to be at school. That helped a lot.” This 
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mother recognized that having her son in the clinic setting helped him feel more comfortable in a 
preschool classroom and helped ease that transition. 
Parents appreciated many aspects of the clinic sessions that would not have been 
available had all intervention sessions been held in the child’s natural environment. These 
perceptions illustrate the idea that early intervention settings could include structured clinics, 
particularly for young children with ASD who desire such structure. The benefits parents 
highlighted are all unique to a clinic setting and could not be obtained conducting only home 
visits or delivering early intervention services in a child care setting.   
Clinic challenges. A few parents described challenges they encountered during clinic 
visits. Parents whose children did not transition easily faced challenges getting their child into 
the room during clinic visits. One married HIHS mother said, “Separation was an issue for him 
and it was an issue for me because it was an issue for him, so having to walk out of a room and 
leave him when he didn’t want me to was hard.” This mother explained some of the challenges 
in leaving her child when he was upset.   
A challenge noted by parents who did not live close to the clinic was the amount of time 
they had to devote to traveling to the clinic. This married HIHS mother who attended all clinic 
sessions aptly stated, “Well, you know, I mean a drive to the clinic is certainly no small feat for 
the number of days and weeks that we did that.” Some parents even suggested having clinic 
sessions at alternative locations that would be more accessible to them. Parent participants noted 
the benefits of having sessions in the structure of the clinic, yet also would have preferred a 
clinic closer to home. This finding may suggest the need for community-based services offered 
not only in the home, but also in community-based clinics.  
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Another stay-at-home married LIHS mother with an older child had difficulties attending 
clinic sessions with both of her sons and shared,  
I would have to bring my older son with me so it was kind of difficult because he’s in my 
ear – ‘I want a turn, I want to do that’, I said ‘but you can play with this but now we’re 
trying to work’ – and that’s really hard for a 5 year old to understand -  is that this really 
isn’t for you, we’re trying to help [child] learn so that he can get to where you already 
know these things, so that was a challenge. 
  
This was the only mother to mention the challenge but as noted in a previous section, some 
parents suggested including siblings as an intervention component. This notion of planning 
interventions toward facilitating sibling interactions may be warranted in intervention delivery 
across contexts. 
Home benefits. Parents in all groups additionally noted benefits related to the home as a 
context for intervention delivery. The married LIHS mother who participated in home visits 
while her husband attended clinic visits said, “Certainly, it was convenient to have someone 
come to our home. It helped actually being in your environment to say, ‘Hey this is the issue 
we’re having at home.’ It gave you the opportunity for real life examples.” Another married 
LIHS mother appreciated the personalization of home visits and said, “I think it’s just more 
personable when you’re in your own environment.” These parents highlighted the convenience 
of home visits, supporting early intervention service delivery in the natural environment.  
Of note, other parents primarily receiving low intensity of services from lower SES 
households reported coaching during home visits was particularly effective. This Spanish-
speaking married LILS mother noted the way the home interventionist clearly explained the 
coaching process to her: 
He was really specific. I thought it was helpful because I needed to learn how to do it. So, 
he told me on the first session, “I’m going to show you how today, but the next session, 
I’m going to lead you,” and at the next session he said, “Okay you’re going to do it today. 
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You can do this.” So, I learned how to do it and I started learning how to work with my 
son. That helped a lot. 
 
This mother learned from the clear, specific explanations and encouragement given to her at 
home. She also noted the encouragement provided to her from the home interventionist. It is 
interesting to note that parents from lower SES households receiving low intensity services 
especially perceived the benefits of coaching during the home visit to be helpful. It is possible 
that getting to the clinic was an additional challenge for these parents or they were simply more 
comfortable being coached in their own homes.  
Home challenges. A few parents spoke about challenges related to preparing for the 
home visit each week. One married LIHS mother explained, “I think the only thing for me was 
getting the home prepared. I mean, just getting with it.” Other parents expressed challenges 
regarding organizing their home to accommodate the intervention model. A married HIHS father 
mentioned that although he had purchased dividers similar to those in clinic, his son simply 
chose to climb the dividers at home. These parents experienced some challenges preparing for 
home visits and attempting to organize and structure their own home environment like the clinic. 
Although parents expressed a few challenges related to home and clinic sessions, 
perceived benefits outweighed these challenges and parents preferred including both locations as 
settings for intervention delivery. This is particularly important as it relates to service delivery in 
the early intervention. These parent perceptions suggest that a combination of natural 
environment with a structured clinic was highly beneficial to their children and families.  
Adequate session lengths. Most parents felt that the individual clinic session length (1.5-
2 hours in clinic) was appropriate for their children. A married LIHS mother shared, “His 
attention span really wouldn’t allow for anything longer. If we had gone over time in clinic, then 
it would’ve just been a struggle to keep him focused.” This mother recognized that it would not 
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be feasible for her son to participate in sessions that lasted much longer than the prescribed 
intervention session length. A single LILS mother initially doubted whether her child would be 
able to participate for the full amount of time, but was pleased when it worked out and he 
participated for the duration of the sessions. For toddlers with ASD, parents perceived clinic 
sessions of 1.5-2 hours as the perfect amount of time for maximum performance.  
Many parents also agreed that the home visits were the right amount of time. Notably, a 
few parents thought that their child and family might have benefitted more if home visits 
(approximately one hour) were slightly longer. A married LIHS mother shared: 
I think visits were a little shorter at home because I feel like once you start getting into 
the routine with [home staff], it was like, he had to go and you’re like, no! So maybe an 
extra half an hour at the in home. 
 
Although not consistent, some parents expressed the desire for longer home visits. If home visits 
were longer, the interventionist might have the opportunity to incorporate the expressed need for 
more targeted parent coaching, support, and encouragement. 
Unhelpful Contextual Factors 
Parents additionally noted some contextual factors that inhibited their ability to 
implement the intervention in their daily lives. Parents perceived contextual factors as 
challenging or hindering including scheduling challenges and limited duration. 
Scheduling challenges. A contextual challenge many parents and families encountered 
was scheduling challenges due to a variety of reasons. First, working parents struggled to make it 
to clinic visits, which were offered only at a predetermined time. A married working HIHS father 
with multiple children noted, “The time is fixed and that is a big challenge. My child was in a 
preschool program, and he had to skip the morning program.” This father had to take off work 
and take his child out of his preschool in order to attend their bi-weekly intervention sessions. 
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His wife suggested that it might be more helpful to offer the clinic sessions on a daily basis or at 
times that did not overlap with school times. He also expressed similar challenges to scheduling 
the home visit such as, “So when he was at school, we had a long trip from school to home and 
when he got home, he would feel very sleepy. It happened quite a few times that when he 
got home, he couldn’t perform well for the home visit.” Again, this father recognized the 
challenges in working, having his child in school, and being able to participate in clinic and 
home intervention sessions.  
Other parents in all groups agreed that attending sessions was challenging with their busy 
lives such as this married LIHS mother with multiple children who said, “Well, I went back and 
forth because I wasn’t sure if we could do it. We were already doing three days a week of 
therapy so it seemed like it could be overwhelming.” Married parents (whether being interviewed 
together or singly) also expressed desire and difficulty of having both parents attend sessions. In 
an interaction between a LIHS married couple, the father said, “It was challenging because I had 
to take time off or rearrange my schedule to bring her in. I would say it would have been great if 
it could have been on a weekend, but that’s asking a lot.” Although maybe not feasible from the 
intervention end, these parents suggested it might have been more convenient and accessible for 
them if the intervention sessions were held on the weekend. Working parents have many 
competing demands such as other children, work commitments, and daily commitments, which 
should be considered when delivering early intervention services. A few of the married couples 
in higher SES households in both intensity levels were able to balance their work schedules in 
order to split the sessions between them. The majority of other higher SES households were able 
to have stay at home or part time working mothers attend all sessions. This was also the case for 
the Spanish-speaking married couple receiving low intensity services in a lower SES household. 
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The mother attended all sessions as the father’s work schedule was not as flexible to allow him 
to split sessions with her.  
  However, two single LILS mothers who worked full time were not able to attend all 
intervention sessions. One mother had her own mother (child’s grandmother) cover the home 
visits and the other mother had her own mother (child’s grandmother) attend both clinic and 
home sessions. The mother who was unable to attend the home visits said, “That was the main 
thing. I wish I could have been here. But my mom, she loved everything that [home staff] did.” 
The mother who did not attend either session shared that she was able to learn everything from 
her own mother saying, “Well I learned from my mom, so the hours were fine. Because by the 
time I get off work everyone is tired.”  This mother recognized that her child may not benefit as 
much from sessions during the hours she was not working, yet she also did not have the 
flexibility to adapt her work schedule in order to attend any of the intervention sessions. These 
findings again point to the importance of considering family structure and dynamics in the 
delivery of the intervention. In this sample of parents, families in higher SES households were 
better able to adjust their schedules to meet the intervention specifications, whereas the families 
in lower SES households had to pull in additional family members in order to participate. 
Limited duration. Nearly all parents said the one contextual factor that they wished was 
different was the 12-week duration of the intervention program. Related to this, a few parents 
explained that they were unaware the intervention was going to end so soon. A single LILS 
mother said, “I wasn’t aware that it was going to end. I know they probably told me in the 
beginning, but maybe I wasn’t listening. I was shocked it was ending, I didn’t want it to.” Some 
parents assumed that they were probably told that there was a limited time frame of the 
intervention, but it is noteworthy a few parents were unaware of the end point. This could be 
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attributed to being overwhelmed at the onset of intervention services, and supports the need for 
important information given to parents in a written, easily accessible format as well as 
informational supports for the family after the intervention. 
Many parents desired a longer intervention as a result of their positive experiences and 
child gains. For example, a married HIHS mother shared, “Don’t ask me, I would be with [staff] 
until I retired,” explaining how much she desired to continue receiving the services provided by 
the interventionists. Parents generally agreed that 12 weeks is a short time period to engage in an 
intervention. One married LIHS mother explained that it took her awhile to get used to the 
program and shared: 
I think my daughter responded right away, but for me, it took me 6 weeks to get with the 
program. So, the realization sort of sent a panic through me, because I thought, I 
have 6 weeks left to learn and I’m not sure I’m going to learn everything!  
 
This mother still learned information and gained skills, but she could have used more time once 
she really became involved and engaged in the intervention. This should be considered when 
planning intervention studies and programs. Parents likely need some time to adapt to 
expectations and “get with the program” as this mother stated, so including extra weeks in 
delivery could be helpful. The desire for longer duration further supports the need for additional 
resources and guidance at the end of the intervention. If parents were clear on what to do next 
and were able to continue to access information about the intervention, the end-point may not 
have been such an issue. 
Notably, a few parents felt the duration of approximately 12 weeks was enough 
intervention for them. One single LILS mother whose own mother participated in the 
intervention shared, “I think the time was great. Because they’re experts and they knew!” This 
idea relates back to the parents who felt they did not possess the expertise needed to make 
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decisions regarding their child’s development. This mother assumed that about 12 weeks was the 
right amount of time because 12 weeks was prescribed by experts.    
Summary of Group Similarities and Differences 
In sum, parents were in general agreement about the majority of contextual factors. They 
agreed session lengths were adequate and the intervention duration could have been longer. 
Parents perceived benefits to both clinic and home sessions and supported intervention delivery 
in both contexts. They faced similar challenges related to scheduling sessions and traveling to the 
single clinic location. Further, parents would have benefitted from multiple clinic locations. 
Although parents in all groups perceived benefits to service delivery in home and clinic 
settings, parents who highlighted coaching in the clinic as especially effective were from higher 
SES households at both intensity levels. Parents and caregivers who reported coaching in the 
home as particularly helpful were from lower SES households at low intensity levels. This may 
suggest more challenges encountered by families in lower SES households receiving low 
intensity of services related to accessing the clinic sessions. 
Another evident difference between groups was the attendance of intervention sessions. 
To be more specific, HIHS and LIHS parents (higher SES households receiving both intensity 
levels) were able to attend intervention sessions, with some sessions split between mother and 
father. Of these parents who were working parents, their employers allowed for this flexibility, 
whereas the employers of working LILS parents were not. Two single LILS mothers were unable 
to attend all sessions, with one mother attending none of the sessions. As noted, the mother who 
was unable to attend reported she still benefitted from the intervention and learned about the 
intervention from her mother. However, it is likely she could have learned more with hands-on 
participation in the coaching sessions. The employers of mothers in lower SES households did 
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not allow the flexibility seen from employers of parents in higher SES households. This calls into 
question how many families in lower SES households without other family members living 
nearby would be able to participate in such an intervention. Not surprisingly, working parents 
and those with more than one child reported more scheduling challenges. These parent 
perspectives regarding context further support the need for individualized supports and programs 
for families based on their unique family structures, dynamics, and priorities. 
Child Outcomes 
 Finally, parents in all groups explained how the intervention affected their children. Most 
parents and caregivers reported their children gained skills particularly in communicating and 
understanding expectations. One married LIHS mother who admittedly did not use and apply the 
intervention strategies in her daily life did not notice any gains from the intervention and shared, 
“I wish we had in all honesty, but I wasn’t applying all of their tools that they had given us all of 
the time.” This mother recognized that had she applied more of the strategies, perhaps she would 
have seen improved outcomes for her daughter and family. Again, this mother illustrates the 
need to understand individual families’ structural characteristics, dynamics, constraints, and 
priorities for their children. 
 More commonly, parents across all groups reported significant child gains following the 
intervention. One LILS father explained, “We started getting him back, he started making eye 
contact again. He started imitating us, not quite like he used to, but he’s picking everything 
up.” Other parents recognized the intervention as providing the foundation for their child’s future 
learning opportunities. For example, this married LIHS mother shared, “I just think it was a good 
building block to get him to where he is today.” Furthermore, parents reported gains specific to 
communication such as this HIHS mother who expressed, “He learned how to communicate 
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what he wants without getting frustrated. He seems so much happier.” In sum, parents were 
overwhelmingly pleased with the intervention and its impact on their children and families. 
Summary of Results 
 In summary, parent participants perceived their experiences in the intervention positively. 
The overall findings suggest individualizing intervention styles and approaches to align with 
family priorities, styles, and structures in order to achieve optimal outcomes. Most parents 
reported the intervention was family-friendly and led to improved outcomes. Parents found many 
of the intervention components including paper copies of homework and visuals to be helpful in 
their successful implementation of the intervention. Parents developed strong relationships with 
their interventionists, which positively impacted their parent coaching experiences. They also 
learned from models and thoughtful feedback during intervention coaching sessions. Parents 
benefitted from contextual factors such as the intervention delivery in multiple sessions and the 
length of the intervention sessions. 
 Parents desired some more specific information relative to autism and educating others 
about autism. Furthermore, they desired reports focusing on individualized next steps following 
their completion of the intervention. Parents reported the intervention goals were appropriate, but 
did not consistently report being involved in the goal development processes. Some parent 
participants felt uncomfortable practicing the intervention strategies in front of the 
interventionists, and desired increased encouragement during practice sessions. Most parents also 
desired to be enrolled in the intervention for a period of time longer than the 12 weeks prescribed 
in this intervention. 
 Although parent participants had a variety of demographic backgrounds, there were 
limited differences dependent upon these characteristics. Findings suggest some families in 
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lower SES households receiving low intensity services faced challenges using a few individual 
strategies. Furthermore, parents who highlighted coaching as effective during coaching in clinic 
sessions were generally from higher SES households receiving both levels of intensity. On the 
other hand, parents who highlighted coaching as particularly effective during home sessions 
were generally from lower SES households receiving low intensity services. These findings are 




























The purpose of the present study was to obtain parent perspectives as they relate to 
participating in and implementing an early intervention with their toddlers with ASD. All 
participants participated in a single early intervention model, TFT, at two intensity levels. The 
goal was to determine family preferences relative to the intervention’s usefulness in their daily 
lives. This chapter explores parent perceptions relative to current early intervention practices. 
Future directions and research implications are addressed later in the chapter. The present study’s 
findings have research and practice implications for family-centered early intervention service 
delivery leading to improved family and child outcomes.  
The study was designed to target families receiving different levels of intervention 
intensity with a variety of demographic backgrounds. The purpose of this design was to capture 
parent perceptions unique to one group and compare perceptions across groups. This was partly 
due to previous research suggesting minority families, low-income families, and less-educated 
families reported negative experiences in early intervention more frequently than other families 
(Bailey et al., 2004). Although the study was designed to uncover differences, there were limited 
consistently different perceptions across groups. In other words, parents in all groups were in 
agreement regarding some of the benefits and challenges encountered in their participation. 
Furthermore, in areas where there was disagreement or a variety of perceptions, a single view 
was rarely exclusive to one group of participants relative to intervention intensity or SES. There 
were a few exceptions to this discussed below. They included parents’ (a) ability to attend 
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sessions, (b) ability to implement specific strategies, (c) perceived usefulness of work systems, 
and (d) preferred coaching locations. However, all parent participants were generally satisfied 
with their intervention experiences. 
The present study was framed around the Formula for Success in implementation, which 
suggests (a) innovations or intervention components, (b) implementation processes, and (c) 
enabling contexts all interact in leading to improved outcomes following participation in an 
intervention (NIRN, Blasé & Fixsen, 2013). As a result, parent perceptions focused on these 
constructs could potentially improve outcomes for families participating in early intervention 
services. Parent participants were very satisfied with the intervention, aligning with other 
findings suggesting parents and families are generally pleased with early intervention services 
(e.g., Bailey et al., 2004; McNaughton, 1994). Parents especially appreciated (a) intervention 
components such as homework, (b) implementation processes such as their relationship with the 
interventionists and watching interventionists model strategies, and (c) contextual factors such as 
holding sessions in clinic and home settings. However, parents’ suggestions for improving the 
intervention included (a) intervention components such as simple information and online 
resources, (b) implementation challenges such as feeling uncomfortable implementing strategies 
in front of their interventionists, and (c) contextual challenges such as scheduling around a fixed 
intervention schedule. Implications for practice and research are discussed below. 
Early Intervention Practice Implications  
Intervention Components  
 Many of the intervention components including (a) goals, (b) strategies, and (c) materials 
perceived by parent participants to be useful and effective were those components recommended 
in family-centered early intervention service delivery. The beneficial intervention components 
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also frequently aligned with those recommended in early intervention models designed 
specifically for toddlers with ASD. There were a few discrepancies and noteworthy suggestions 
parents provided that could be applied to early intervention service delivery as discussed below 
Homework. Parents across demographic characteristics in the present study reported the 
homework given to them during home visits was helpful and useful. This suggests early 
interventionists’ providing paper copies of homework to parents and families as part of their 
service delivery is a family-friendly component perceived to lead to improved child and family 
outcomes. Importantly, these findings conflict with previous parent perceptions of a parent-
implemented intervention in which parents did not consistently identify the value of homework 
(Stahmer et al., 2017). In fact, parents in the previous study reported the homework was the least 
useful aspect of the intervention. They compared it to busy work and reported it required too 
much of their time. On the other hand, parent participants in the present study reported the 
homework facilitated their ability to apply the intervention strategies to their daily lives. They 
also reported the homework helped them remember to do it. It is plausible the homework in the 
two intervention models had different levels of complexity and/or reading content, which 
affected parent perceptions. Nonetheless, these conflicting findings warrant investigation into 
specific elements of homework perceived by parents as useful and tailoring homework 
assignments to best fit families’ priorities and needs. 
One aspect of the homework parents appreciated was the paper format. Although paper 
copies of informational handouts were provided as part of the intervention, some parents desired 
more of these, as information verbally provided was often forgotten. This finding suggests early 
interventionists should bring paper copies of information and strategies they are using so that 
parents and families may refer back to those copies after the intervention session. Such practices 
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might make certain intervention approaches more accessible and useable to parents in their daily 
routines with their children. 
Strategies. Individual parents spoke about specific behavioral and developmental 
strategies that were helpful to their children and families supporting the usefulness of many 
evidence-based strategies often integrated into NDBIs (Schreibman et al., 2015). Similar to 
parents interviewed by Stahmer and colleagues (2017), some parents found the strategy of 
following their child’s lead as particularly effective in engaging their child. Parents also 
appreciated learning to give their child choices and adjusting their own language levels to those 
of their child. These findings highlight the importance of shared control and integrating child 
interests into early intervention approaches as supported by previous research on intervention 
models for toddlers with ASD (e.g., Schreibman et al., 2015). The majority of parents reported 
visuals as helpful in child communication and in transitions between activities (e.g., following a 
schedule, using first-then boards). They also used visual and verbal countdowns as warnings to 
their children for an upcoming transition. In sum, parents perceived a combination of behavioral 
and developmental strategies as useful and beneficial. As a result, these finding suggest early 
interventionists should include such strategies as: (a) following the child’s lead; (b) integrating 
shared control through choice-making and additional means; (c) incorporating visuals to 
facilitate communication and transitions; and (d) using timers and countdowns in their 
intervention models and service delivery in order to lead to optimal outcomes. These findings 
indicate parent preferences align with many evidence-based strategies recommended in NDBIs 
and other interventions designed for toddlers with ASD. 
A few parents in low intensity, lower SES households experienced challenges 
implementing specific strategies such as incorporating visuals to facilitate child communication 
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and using countdowns to facilitate child transitions. This may suggest increased information, 
resources, and support were needed in order to build family-capacity in these isolated cases. It 
also warrants exploration into families’ perceived usefulness of specific strategies prior to 
recommended usage of them. It is important to gain understanding purposefully about individual 
family needs, priorities, and dynamics in order to best design intervention strategies and 
approaches to meet individualized needs. 
An interesting finding related to an intervention component specific to this intervention 
was parents’ perceptions about activity or work systems. These were referenced primarily by 
parent participants in higher SES households at both intensity levels (in addition to a single 
mother with an advanced degree). Importantly, parents in lower SES households at low intensity 
did not reference these activity systems. They did not report the systems were unhelpful, but they 
also did not report them as especially helpful. These findings warrant investigation into whether 
these systems were perceived as too complicated or less useful by parents in lower SES 
households receiving less intensive services. Alternatively, it may suggest some parents needed 
more support (or increased intensity) in order to use and benefit from these systems.  
Goals. Exploring child and parent goals and specifically the goal development process 
led to some interesting findings. As supported by research in early intervention and family-
centered services, parent participants appreciated their child goals and reported that goals 
matched with their priorities for their child (Trivette et al., 2010). This suggests the goals were 
appropriately individualized for each child and family (Wallace & Rogers, 2010). Some parents 
recognized the uniqueness of the intervention targets as compared to other therapies further 
supporting the individualization of child goals. Although not explicitly stated, parents’ support of 
their child goals implies that parents also appreciated the broad range of target skills developed 
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as part of the intervention. This finding supports the recommended broad range of intervention 
targets for toddlers with ASD (Schreibman et al., 2015; Wallace & Rogers, 2010). As a result, 
the child goals themselves appear to be family-centered and perceived appropriate by parents and 
aligned with family preferences. 
However, an evident challenge reported by parent participants was genuine parent 
involvement as it relates to goal development. Although some parents reported goal development 
as a collaborative process, other parents did not consistently report goals were developed in a 
collaborative fashion. This is an interesting finding in the context of family-centered early 
intervention service delivery where active parent involvement in decision making related to child 
and family goals is mandated (IDEIA, 2004). Researchers have reported involving parents and 
families as collaborative partners in goal development leads to improved outcomes (e.g., 
Brookman-Frazee & Koegel, 2004). Further, it has been reported that families with less 
resources are more hesitant to contribute to their child’s goals and experience feelings of 
powerlessness (Nachshen, 2004). Some researchers have also documented parents’ priorities 
often do not align with those of practitioners (Campbell et al., 2009). These findings highlight 
the importance of empowering families and building their confidence and competence related to 
developing goals.  
One suggested parent empowerment strategy is providing families with relevant 
information to assist them in making informed decisions regarding their child and family goals 
and priorities (Bruns & LaRocca, 2019; Turnbull, Turnbull, Erwin, Sodack, & Shogren, 2011). 
Importantly, resources exist to assist interventionists in exploring and incorporating family 
priorities in early intervention service planning and goal development such as (a) The Asset-
Based Context (ABC) Matrix (Wilson & Mott, & Batman, 2004); (b) The Interest-Based 
 
 119 
Everyday Activity Checklists (Swanson, Raab, Roper, & Dunst, 2006); and (c) Family Goal 
Setting Tool (Rodger, O’Keefe, Cook, & Jones, 2012). All of these tools guide practitioners to 
provide parents and families with the necessary supports to recognize family strengths and 
priorities and to develop early intervention goals accordingly. In many cases, early intervention 
practitioners could use these tools in goal development processes. In addition, interventionists 
may consider including parents in the child assessment process, which may empower parents to 
contribute to child goals (Crais, Roy, & Free, 2006). These tools and approaches would support 
the family systems model, which posits early interventionists should focus on ensuring that 
parents and families have the necessary supports in order to feel prepared to engage with their 
children and to make informed decisions on their behalf (Trivette et al., 2010). 
However, it is noteworthy that some parents simply did not want to contribute to their 
child goals. They felt overwhelmed with the entire process and did not desire to devote energy to 
developing goals. They further felt confident in the interventionists’ abilities to choose the 
correct goals for their children. In other words, some of the parent participants were happy to 
defer to the experts and still ostensibly considered themselves as actively involved in the 
intervention. These perceptions call into question whether the application of family goal 
development tools would have empowered parents to contribute to the goals. On the other hand, 
revisiting these goals later in the intervention process may have been helpful for such families. In 
true family-centered service delivery, interventionists should strive to include families in 
decisions related to goal development and provide supports to help families learn that important 
advocacy role. 
Individualized parent goals were an additional intervention component seemingly 
missing as recalled by many parents. In other words, although the intervention model does 
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include developing 2-3 parent goals at the onset of service delivery, many parents did not recall 
developing such goals for themselves as part of the intervention. Branson (2015) explained as 
part of parent coaching, specific parent coaching goals should be a priority and are crucial 
components to successful family-capacity building. However, many parents in the present study 
did not report the inclusion of parent goals would have improved their intervention experiences. 
They truly felt their child was the priority and did not feel that parent goals were necessarily 
lacking as part of the intervention. Of note, this particular intervention was supplemental to many 
families’ Part C early intervention services, so intervention goals were not on their 
Individualized Family Service Plans (IFSPs), but parent goals were intended to be component of 
the intervention. In the context of family-centered service delivery and family capacity building, 
parent and family-focused goals seem pertinent. However, they were not truly realized in the 
context of this intervention.   
Suggestions. In addition, while parents benefitted from many existing intervention 
components, some parents suggested the intervention might be improved by the addition of 
specific intervention components. It is plausible that many of these suggestions could be 
incorporated into intervention components as parent goals. Parents desired simplified 
information related to autism, evidence-based practices, and additional community resources that 
would be beneficial to their child while participating in the intervention. Some parents desired 
simple information related to what autism is and how to educate others about it. These parents 
may have benefited from existing resources such as the Autism Speaks Resource Guide 
(https://www.autismspeaks.org/resource-guide; Autism Speaks, 2019) or similar existing 
resources to help them learn and educate others about autism. Importantly one mother was 
seeking ways to help others in her life understand what the experience of having a child with 
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autism is like. Of course, this experience is different for every family. This finding suggests early 
interventionists could work with individual families to develop a simple resource describing to 
others their family experiences. 
Other parents expressed challenges navigating the available information on the internet 
and determining what information is credible and trustworthy. In other words, they needed more 
education on which intervention approaches were “evidence-based”. On the other hand, one 
parent shared she was interested in pursuing biomedical interventions, knowing they were not 
“science-backed”, and wished she had received more encouraging information related to the 
pursuance of alternative treatment methods. These concepts highlight the balance interventionists 
should strive for in validating parent feelings and beliefs, providing relevant information, while 
also respecting parents’ autonomy in the choices they make regarding their child and family 
services. Nonetheless, potential parent goals in early intervention services could be working with 
their interventionists to (a) learn about autism, (b) educate others about autism, and (c) navigate 
internet information related to autism. These approaches may increase family capacity building 
so parents become more informed decision-makers and advocates for their children. 
Related to seeking available resources, an important intervention component many 
parents desired was simple clear directions regarding what would be best for their family as next 
steps following their participation in the intervention. Although this intervention had a set 
duration of time (and children were still receiving Part C early intervention services as opposed 
to transitioning into Part B services for preschool children), this idea is certainly applicable to 
general early intervention service delivery and transition planning as well. These parents 
suggested that final reports following participation in the intervention could have been more 
specific and individualized (much like their child goals and services provided were). Early 
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interventionists may consider these preferences when developing exit plans and when 
determining the most appropriate parent and family goals in early intervention service delivery.  
In addition, a few parents shared challenges both experienced and anticipated in the 
school system. Transitioning into Part B services can be a challenging time for parents and 
families, as the focus of service delivery often shifts from parents to children (Connelly, 2007; 
Hansen et al., 2000). Furthermore, bullying of children with special needs and ASD is more 
common than with other children (Van Roekel, Scholte, & Didden, 2010). Early intervention 
providers could consider providing parents with resources and individuals connected with school 
systems in order to help them navigate this complicated system. Helping parents obtain and 
understand this information also would be a reasonable parent goal in early intervention service 
delivery. 
 Parents suggested a few other tangible resources. For example, one parent suggested a 
paper copy of a calendar indicating weekly home and clinic visits. Another parent desired an 
accessible library with books related to ASD and early intervention. Early interventionists may 
also apply these intervention components in meeting individual families’ needs. 
Parent participants with multiple children close in age suggested inclusion of siblings in 
intervention activities. They suggested this would be helpful in both home and clinic settings. 
The preference of including siblings aligns with findings from focus groups conducted with other 
parents of toddlers with ASD (Stahmer et al., 2011). This finding additionally supports the 
continued use and development of sibling-implemented interventions for children with ASD 
(e.g., Spector & Charlop, 2018). Considering and including siblings in intervention planning may 
be beneficial to families and increase family-centeredness of early intervention models. 
 
 123 
Another finding from the Stahmer et al.’s (2011) parent focus groups supported by many 
parents in the present study was the inclusion of in-person parent support groups. It is 
noteworthy that although parent groups were originally a part of the intervention, they were not 
continued, suggesting not all parents desired to be participants in these groups. Similarly, not all 
parent participants in the present study supported meeting as groups. As a result, offering parent 
groups and allowing for parents to opt in or out of these groups may be a potential solution. 
These ideas reflect the importance of early intervention providers including parent support 
groups when possible.   
Importantly, some parents recommended increased access to information through 
technological channels. They suggested a website with intervention information including video 
examples of the application of intervention strategies and approaches. They also suggested an 
ongoing online discussion/chat group to share supports and resources with other parents. These 
findings support other researchers who have reported web-based platforms may improve parent 
knowledge when interacting with their child (Boisvert & Hall, 2014). This suggestion is 
particularly relevant in the era of frequent, sometimes pervasive, use of cell phones. Early 
interventionists may consider sharing short videos of strategy examples with parents and 
facilitating online discussion groups for parents to share information if they so desire. Providing 
video examples of strategies has been used with success in other early intervention models for 
toddlers with ASD (e.g., Schertz et al., 2018). 
Implementation Processes 
 An integral component to family involvement in family-centered early intervention 
service delivery is coaching parents to use the intervention strategies in their daily lives (Fettig & 
Barton, 2014; Kemp & Turnbull, 2013). As a result, gaining understanding of the ways in which 
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parents are coached to implement interventions and what parents perceive to be beneficial has 
the potential to improve parent coaching practices leading to improved child and family 
outcomes. Parent participants in the present study perceived many coaching approaches to be 
helpful but also had some mixed feelings related to a few coaching practices. Their perceptions 
may inform parent coaching approaches in early intervention.  
Parent coaching. All parent participants engaged in coaching sessions as part of the 
intervention model. In contrast to involvement in goal development process, parents reported 
they were actively involved in the implementation of the intervention. They were coached in a 
variety of sessions to implement the intervention strategies. This finding contrasts with only half 
of the parents surveyed by Bruder and Dunst (2015) reporting that they were actively involved in 
their child’s service delivery. In the case of implementation, parent involvement in coaching is 
endorsed by parents as supporting improved child outcomes and suggests parents perceive 
themselves as active collaborators and partners in service delivery in the present study. 
The parent coaching model in the intervention was based upon Rush and Shelden’s 
(2011) collaborative coaching model although did not adhere to it strictly. Instead, the 
interventionists employed an individualized coaching approach based on families’ needs in 
addition to consultation services. Findings in the present study suggest many parent participants 
did learn from prescribed parent coaching processes and were able to apply intervention 
strategies successfully with their children. These findings further suggest parents felt the 
coaching process was collaborative and effective.  
Components of coaching parents identified in the present study as being especially useful 
were seeing models of the strategies (observation) and receiving feedback from the 
interventionists (feedback).  These findings suggest that interventionists should incorporate 
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purposeful modeling of strategies in parent coaching processes. Considering parents’ perceptions 
regarding video examples of strategies online, it seems providing these models in a video format 
may also be helpful for families participating in early intervention. Parents also appreciated the 
feedback provided by their interventionists, specifically the manner in which it was delivered. 
Parents received both positive and constructive feedback in kind, respectful ways.  
Many parents reported practicing the strategies was very useful, but other parents 
experienced feelings of discomfort in the practice sessions. In coaching parents, it is important 
that early interventionists consider these feelings of discomfort when asking parents to try 
strategies. One parent shared she wanted increased positive feedback and encouragement during 
her practice sessions and that might have eased her feelings of discomfort. Researchers have 
found live practice is an important component to parent coaching (Rush & Shelden, 2011; 
Stahmer et al., 2017). For some parents, live practice may include ongoing statements of 
encouragement while practicing. These parent perceptions suggest that applying a parent 
coaching model focused on (a) interventionists’ modeling the strategies with children; (b) 
providing thoughtful feedback; and (c) opportunities for practice with ongoing encouragement is 
useful and beneficial for children and families. Early interventionists may integrate these 
coaching approaches in their service delivery.  
Another element of parent coaching not highlighted by parent participants in the present 
study was purposeful reflection aside from general check-ins on what was going well and what 
was not. Importantly, self-reflection on successes and challenges following coaching practice 
sessions is recommended for optimal outcomes (Branson, 2015). Reflections could be integrated 
as ongoing discussions focused on successes and challenges following parent practice sessions. 
Another practical and useful way to facilitate reflection regarding coaching sessions is with the 
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use of video recording of parent-child interactions during coaching sessions. This approach has 
been used with success in other early intervention models for toddlers with ASD and their 
families (Green et al., 2015; Schertz et al., 2018). Through a video recording approach, parents 
and interventionists would have the opportunity to view the video recording together and discuss 
the interaction. Seeing themselves in action may facilitate parents’ reflection regarding what 
went well and challenges encountered in the interaction with their child. Much like practice 
sessions, there may be varying levels of comfort with this approach, so it would be important to 
ensure parent comfort with the practice. Nonetheless, this finding may suggest more purposeful 
guided reflection following observations and following practice may again be beneficial to the 
intervention model and to early intervention service delivery. 
An important finding regarding parent coaching processes, especially related to practice 
sessions, is parents did not perceive approaches in the same way. Again, this suggests the 
importance of taking time to assess family style, structure, and preferred coaching approaches in 
order to tailor early intervention service delivery. 
Relationship. Most importantly, parents noted the positive relationship with their 
interventionists made a significant difference in their intervention experiences. This is 
particularly noteworthy as one of the only implementation processes in which all parents agree. 
Researchers have reported both participatory and help-giving practices are important in early 
intervention service delivery, and participatory help-giving practices lead to improved child 
outcomes and parent capacity building more so than relational ones (Dunst et al., 2007). 
Participatory help-giving practices focus on parents as active participants in service delivery and 
decision-making. Whereas, relational help-giving practices focus on provision of support and 
encouragement to the families. Importantly, parent participants certainly appreciated and learned 
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from participatory help-giving practices (active parent coaching) described above. However, 
parent participants particularly highlighted the importance of relational help-giving, or 
supportive and encouraging practices. Parents spoke of the many personal qualities of 
interventionists such as their patience, kindness, and encouragement. Parents further considered 
this to be a crucial element in their overall positive experiences. This finding supports previous 
research findings that highlight strong and supportive relationships developed with service 
providers positively impacted parents’ early intervention experiences (Freuler et al., 2012; 
Stahmer et al., 2017). It also supports previous research findings that suggest including parents in 
intervention delivery and creating relationships with providers may lead to improved outcomes 
(Brookman-Frazee & Koegel, 2004). Some strategies practitioners may employ in establishing 
supportive relationships with parents and families are: (a) asking questions; (b) taking time to 
listen to parents; and (c) preparing to communicate in ways that honor individual families’ 
characteristics and styles (Bruns & LaRocca, 2019; Turnbull et al., 2011). In sum, as 
recommended in early intervention service delivery, early interventionists should include a focus 
on building strong, reciprocal, and trusting relationships with parents and families (DEC, 2014).   
Parents also remarked on how well interventionists clearly established trusting 
relationships with their children. This positively impacted their overall early intervention 
experiences. Findings indicate early interventionists should focus on establishing strong 
relationships with both children and parents in early intervention service delivery and 
purposefully include parents in activities.  
Daily routines. An important consideration related to implementing intervention 
strategies throughout daily routines overlapping with both the natural environment discussed 
below and the strategies discussed above, is parents’ levels of success integrating the strategies 
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into their daily routines and activities. Many parents felt the intervention strategies were 
applicable to their daily lives and provided examples of using the strategies to help their child 
transition, communicate, follow schedules, and participate in daily routines such as tooth 
brushing. Importantly, these parents also shared individualized approaches and examples used 
with their children. For example, when using pictures of favorite characters to move from one 
activity to the next, each child had their own favorite character(s) posted on the wall. These 
findings further suggest incorporating child interests and individualizing coaching practices in 
order to optimize early intervention outcomes.   
On the other hand, some parents faced challenges using the intervention as part of their 
daily routines. Other researchers have reported similar parent challenges integrating strategies 
into their daily lives (Khetani et al., 2013). Parents with limited success in the present study 
spoke of their already busy and chaotic lives and households. They shared integrating 
intervention strategies as part of their daily lives was challenging as a result. These feelings align 
with parents interviewed by Freuler et al. (2014) who expressed challenges finding time to 
implement the intervention resulting from conflicting commitments. Parents in another previous 
study have suggested (a) choosing activities both child and parent enjoy, (b) knowing how to 
manage their child’s behavior, and (c) purposeful planning to implement the intervention were 
helpful components in integrating strategies into their daily lives (Khetani et al., 2013). 
However, the parent participants in the present study who struggled to integrate the intervention 
strategies into their daily routines reported more mismatch of their general family style and 
dynamic with the intervention strategies. This further supports the use of tools to determine 
family styles, preferences, strengths and routines as part of early intervention service delivery. 
These tools not only assist in choosing target goals, but may also help determine how best to 
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incorporate intervention strategies into routines and activities for families with unique styles, 
dynamics, routines, and activities. It has the potential to provide increased purposeful support to 
help parents use strategies in their routines as suggested by other researchers (Khetani et al., 
2013; Stahmer et al., 2017; Wetherby & Woods, 2006). Notably, the intervention does include a 
routine-based interview, but it did not appear to help all families integrate the intervention into 
their own routines and activities. It is also possible the tool was not used with all family 
participants.   
Empowerment. Family-centered service delivery includes a goal of building family 
capacity to make decisions related to and implement early intervention strategies with their 
children (Dunst et al., 2007; Trivette et al., 2010). Although not all parents in the present study 
reported being involved in decision-making related to goals, the majority of parents spoke of 
increased feelings of confidence and strength following their time in the intervention. These 
reported feelings suggest that parents and families were given the necessary information, 
resources, and tools in order to engage and interact with their children as described in the family 
systems model (Trivette et al., 2010). The findings suggest the coaching approach was successful 
for many families in building family capacity related to implementing the intervention. However, 
as explained in previous section focused on intervention components, all parents did not report 
collaboration in decision-making related to goals. Furthermore, some parents desired more 
specific information related to autism and which evidence-based practices would be best for their 
child and family. Including collaboration in goal development and additional information as 
intervention components may have enhanced the capacity building through coaching processes. 
Early interventionists should clearly communicate to encourage family involvement for the 




Contextual factors impacting parents’ experiences in early intervention additionally were 
explored in order to design family-friendly early intervention models. Parents perceived many 
broad contextual factors that may be applied in designing early interventions for toddlers with 
ASD. 
Natural environment. Researchers and recommended practices suggest early 
intervention services should be delivered in natural environments focused on daily experiences 
with familiar people (DEC, 2014; Schertz et al. 2011).  For young children in early intervention, 
this natural environment generally includes childcare centers, family homes, and other 
community-based settings. Numerous researchers have found delivering services to a young 
child in a natural environment leads to improved child and family outcomes including it (a) 
increases the number of learning opportunities; (b) helps children generalize skills; and (c) is 
parents’ preference (Shelden & Rush, 2001; Schertz et al., 2001; Schreibman et al., 2015). Parent 
participants in the present study recognized a number of benefits related to service delivery in 
their natural environment. Some parents gave examples of being coached in and using the 
intervention strategies throughout daily routines such as tooth brushing and transitioning into 
new activities. The inclusion of some children’s grandmothers as participants in the intervention 
additionally relates to service delivery in the natural environment. These children spent a fair 
amount of time with their grandmothers as caregivers so training grandmothers in the 
intervention aligned with those children’s natural environment. Furthermore, some parents 
shared stories of incorporating siblings in intervention sessions also suggesting service delivery 
in the natural environment.  
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Importantly, and not extensively explored in this study, is the extension of the natural 
environment beyond home settings into community-based locations such as parks and stores. 
Although parents did not discuss coaching activities in these settings, it is included in the 
intervention model itself. As a result, it is unclear whether all parents knew coaching outside of 
their home was available and/or whether the coaching approach was utilized. In sum, parents in 
the present study benefitted from service delivery in the natural environment.     
On the other hand, parent participants in the present study also recognized a number of 
benefits to holding some intervention sessions in the highly structured clinic setting. Parents 
expressed benefits such as (a) learning from seeing their children respond to the structure in the 
clinic, (b) enjoying breaks the clinic sessions provided, and (c) meeting other parents while their 
children were in the clinic. Their children benefitted from interaction with other children and 
were more familiar with a classroom setting when beginning preschool. Children with ASD often 
learn skills more easily in highly structured environments and the clinic provided children and 
families with this structure. To further support service delivery in multiple settings and related to 
parent coaching and implementation, some parents felt they were better able to learn strategies in 
the clinic setting. This was due primarily to their child’s engagement levels in the structured 
clinic as opposed to flexibility in the family home. 
Notably, parents in previous studies have reported strategies learned in clinic settings 
were not necessarily applicable to their daily lives (Stahmer et al., 2017). In addition, researchers 
have argued the clinic benefits parents highlighted (such as parent groups, social-skill groups for 
children, and family respite care) can and should be included in IFSPs. As a result, early 
intervention service coordinators should include these aspects as IFSP goals (Shelden & Rush, 
2001). However, including these as goals on an IFSP may require additional time and money not 
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readily available. For example, finding and coordinating social-skill groups and parent groups 
could lead to an extra burden on parents and service providers. As a result, it may be more 
beneficial for parents and families to meet these goals by receiving some early intervention 
services in structured clinic settings. Parents in the present study also shared challenges related to 
traveling to the clinic, which led to the desire for more than one clinic location. Furthermore, 
some parents preferred the coaching in their own home environments. The home visits likely 
facilitated the use of strategies learned in the clinic and their application to daily lives, which was 
a challenge experienced by other parents (Stahmer et al., 2017). 
One interesting finding related to coaching preferences is that the preference of clinic 
coaching was primarily reported by families from higher SES households at both intensity levels, 
and home coaching by families from lower SES households receiving low intensity levels. It is 
noteworthy that two single mothers did not participate in the home coaching sessions. Rather 
their own mothers, their children’s grandmothers, did. One of the grandmothers was present for 
the interview and shared she benefitted from the home coaching and the other grandmother was 
not present. The other Spanish speaking parent who emphasized the benefits from learning in her 
home environment was married with a single child with ASD. This may suggest increased 
challenges getting to the clinic and/or increased comfort in home environments for those families 
in lower SES households receiving low intensity levels. Importantly, researchers have found 
parents with less resources and less education are more likely to report negative experiences in 
early intervention services (Bailey et al., 2004). Although these parents did not report negative 




In summary, these parents’ perceptions warrant investigation into whether early 
intervention services for toddlers with ASD should be provided both in a structured clinic session 
in addition to the natural environment. When both contexts of service delivery are available, 
toddlers with ASD and their families would benefit from recommended service delivery in 
natural settings (Schreibman et al., 2015) and in a structured environment. When feasible for 
early intervention providers and families of toddlers with ASD, early interventionists may 
consider a combination of service delivery in structured environments and home/community 
settings in family-centered service delivery potentially leading to optimal outcomes.   
 Scheduling. The clinic sessions were scheduled at a predetermined time, which naturally 
led to scheduling challenges, particularly for working parents. These findings are in agreement 
with parents interviewed by Stahmer et al. (2017) who faced challenges regarding the lack of 
flexibility in scheduling sessions. Ideally, early intervention service providers offering group 
sessions in clinics would offer flexible scheduling times to allow for working parents to more 
easily attend. As previously noted, the two working single mothers receiving low intensity 
services in lower SES households were not able to attend all sessions and sent their own mothers 
instead. Although these mothers were both understanding of the circumstances and reported 
learning the intervention from their own mothers, a more flexible schedule may have allowed for 
these mothers to attend sessions. It also may have facilitated involvement for other families who 
did not have caregivers nearby to participate in the intervention.   
 Intensity. A recommended contextual factor related to successful early intervention for 
toddlers with ASD is high intensity of intervention service delivery (Wallace & Rogers, 2010).  
Importantly, few differences were consistently reported between groups relative to the intensity 
of service delivery in this intervention model. The difference between intensity levels was 
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minimal (2 hours difference), but parent perceived experiences did not appear to be impacted by 
intensity level. More parents in the sample (8 of the 12 participants) were enrolled in the lower 
intensity of services than higher intensity, but nearly all participants reported gains in both parent 
confidence and competence and in child skill development. It is noteworthy the mother who 
reported minimal benefits was in a low intensity group, suggesting perhaps higher intensity 
would have led to improved outcomes in her family’s case. She also shared, however, the 
structure and approach recommended in the intervention did not match her family style, which is 
probably more related to the lack of perceived improvements. In summary, most parents 
perceived positive intervention experiences unrelated to the intensity level. 
 Session lengths. Parents perceived clinic session lengths of 1.5-2 hours as adequate and 
appropriate for their young children with ASD. They felt this length was tailored to their 
children’s attention spans and allowed for ample parent coaching. Most parents felt home visits 
lengths of 1 hour were also adequate although a few parents desired home visits to be a little 
longer, agreeing with parent participants in a previous study who desired longer sessions 
(Stahmer et al., 2017). The findings suggest an adequate session length for toddlers with ASD 
may be about 1.5 to 2 hours for individual sessions. 
Duration. A final contextual factor worthy of discussion was the parent perception of the 
12-week duration of the intervention. Parents desired a longer timeframe of service delivery in 
order to learn to use the intervention successfully. One parent shared it took her a couple of 
weeks to fully understand the intervention and feel ready to learn which caused her to panic 
because she only had a few weeks to really learn the intervention. This has a few implications for 
early intervention service providers. First, in a set intervention program (such as in the presnet 
study), interventionists might consider a timeframe longer than 12 weeks. Second, in early 
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intervention service delivery, providers may consider this “warm-up” period when coaching 
parents in early intervention strategies. This relates back to the parents who felt overwhelmed 
and unable to contribute to their child and family goals. It may also be beneficial to allow for an 
adjustment period for parents and families in the goal development process. In other words, early 
interventionists may allow for parents to adjust and ease into an intervention and its approaches 
before family goals are developed and intensive coaching begins. 
In summary, these findings provide practice implications relative to what true family-
centered services entail. As early interventionists, a key role is informing and empowering 
families so that they can make decisions regarding their child and take more active roles in the 
goal setting process. Simply asking parents to share their concerns and priorities may not be 
enough. Furthermore, parents should have a voice in the determination of the location of service 
delivery and the ways in which they are coached. When exiting services, interventionists should 
provide a menu of service options for families, and engage in productive discussions around the 
most appropriate next steps for families. This includes balancing recommendations related to 
evidence-based interventions with families’ priorities and values regarding interventions. In 
other words, early interventionists should provide families with the “evidence,” or recommended 
practice while also validating their feelings in knowing what is best for their own families. 
Interventionists may also encourage families to collect their own data on their child’s progress in 
any given intervention approach to track the effects of the intervention. True family-centered 
services include empowering parents and families to make informed decisions based on their 
family values and priorities. In addition, family-centered services involve flexibility in coaching 





 As with all research, there were a number of limitations in the present study. First and 
foremost, the sample of parents was a sample of convenience. These parents participated in a 
short-term early intervention service delivered by a well-respected agency. As a result, the 
sample and findings are not necessarily reflective of general community-based early intervention 
services. Challenges were also encountered related to recruiting families from lower SES 
households, particularly in the high intensity group.   
 The sample was a sample of convenience with only 12 parent participants. All data came 
from a single retrospective interview. Although purposive sampling was employed to target 
higher and lower SES households participating in two levels of intervention intensity, the intent 
of the study was not to imply that all families from lower SES households and/or all families 
from higher SES households would have the same perceptions as the interview participants. 
Although the intervention was relatively new, some time had passed for a few of the participants 
whose children were already in preschool. This may have impacted accurate recollection of their 
actual intervention experiences. Alternatively, their perceptions may have moderated or become 
more accurate with the passage of time. By design, child outcome measures were not included in 
the study, but including these measures could have enhanced the data especially as it relates to 
child gains following participation in the intervention. In addition, although three of the 
interviews were with mothers and fathers, and one with a mother and grandmother, the majority 
of the interviews were with mothers only. Having multiple caregivers involved in the interviews 
would have enhanced findings.    
 Finally, parents who agreed to participate in the interviews all had overall positive 
experiences. They also made a decision and had the resources available to participate in an 
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intervention with a predetermined schedule. The families interviewed chose to enroll in the 
intervention and there are likely many families who would have wanted to enroll, but their 
individual family circumstances prevented them from doing so. Although the interviewer was 
not involved in the intervention delivery, it is possible that parents associated her as being part of 
the agency and focused on positive experiences as a result of this. It is also possible that parents 
who did not respond to the mailed flyer and/or the researcher’s attempts to contact them 
following the flyer, had less positive experiences and did not want to participate in the interview 
as a result.  
Future Directions 
 The findings in the present study highlight the need for continued research on family 
perspectives in early intervention services. In particular, future researchers should employ 
research that utilizes implementation science approaches in designing and implementing early 
interventions for young children with ASD. Researchers are beginning to use this approach this 
with school practitioners and community providers (e.g. Odom et al., 2013; Olswang & Prelock, 
2015), but there is a need to extend this to parents and families in early intervention. 
Implementation science research includes planned phases of: (a) exploration, during which 
researchers ensure that the intervention is a good-fit for those intended to use and apply it; (b) 
installation, during which necessary supports are put in place to ensure that the users are able to 
engage and implement the intervention; (c) initial implementation during which the intervention 
is delivered with ongoing support, evaluation, and adaptation; and (d) full implementation, in 
which the intervention is used as part of daily practice (Bertram et al., 2015). As a result, early 
intervention researchers should strive to engage families as stakeholders throughout this process 
to ensure interventions are family-friendly, usable, and lead to improved child and family 
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outcomes. An overall theme in the present study of determining individualized supports and 
coaching practices for families in order to optimize outcomes suggests the need to better 
understand the “goodness-of-fit” in intervention delivery. One way to gain an understanding of 
this is conducting research from an implementation science approach. 
 Similarly, applying principles of improvement science may be helpful in designing 
family friendly early interventions. Improvement science is focused on relatively rapid cycles of 
(a) plan, during interventions are designed and supports are put in place to implement the 
intervention; (b) do, during which the intervention is implemented; (c) study, during which 
experiences are studied to identify challenges and successes in intervention; and (d) act, during 
which changes are made to adapt the intervention related to identified challenges and successes 
(PDSA cycles; Lemire, Christie, & Inkelas, 2017). Planning and engaging families in these 
PDSA cycles would allow for ongoing adjustments to meet families’ needs and priorities in early 
intervention service delivery.  
 Furthermore, using a mixed methods approach which includes child outcome measures in 
addition to parent and family interviews focused on perceived experiences in early interventions 
could enhance our current knowledge regarding best practice in early intervention service 
delivery. It is important to measure child outcomes following participation in order to compare 
and contrast those to family characteristics, perceptions, and styles to determine how they are 
impacting one another. In such an approach, it would additionally be useful to conduct multiple 
interviews with participants to determine whether perceptions and feelings change as parents and 
families learn to use interventions in their daily lives. This could further help identify active 
ingredients in early intervention models and approaches that lead to improved outcomes for the 




In sum, although general themes emerged related to the above constructs, it is noteworthy 
that very few perceptions (with the exception of the strong relationship with interventionists) 
were consistent across all participants. As a result, these findings primarily support continued 
individualized services for families in early intervention. Some families were able and equipped 
to integrate intervention strategies into their everyday routines and activities, and others were 
not. Some families desired to be actively involved in the development of child and parent goals 
whereas others did not. There does not appear to be a perfect combination of intervention 
components, implementation processes, and contextual factors leading to improved outcomes for 
all families. These findings warrant ample time in early intervention service delivery devoted to 
truly understanding individual family style, structure, dynamics, and preferences prior to 
initiating services and/or parent coaching.  “As experts on their children, parents can assist 
professionals in designing high-quality, individually appropriate interventions (Meadan et al., 
2009, p. 103).”  Thus, the true nature of family-centered services is focused on engaging families 
to achieve an individualized approach tailored to the unique strengths, priorities, and challenges 

















APPENDIX A: VISUAL DEPICTION OF FORMULA FOR SUCCESS 
 
Figure 2.1 



























































































APPENDIX B: RECRUITMENT FLYER 
TEACCH for Toddlers: Parent Interviews  
     
Participants needed for a: 
 
Research interview to gain parent perspectives about their experiences with TFT intervention 
 
In your home or at a location convenient for you 
 
The focus of the interview is to learn more about families’ experiences implementing intervention strategies as part 
of their daily activities.  Parents will be asked questions such as “What components of TFT worked well for you?” 
and “What components were challenging?” Information gained from family members can help in designing future 
interventions. 
 
A consent form will be provided prior to conducting the interview which should last about 60 minutes.  If this is of 
interest to you or you have any questions, please contact: Jessica Amsbary, at: 
919-710-1613 or amsbary@med.unc.edu 
 
Please note, if I do not hear from you, you may receive a follow up phone call or email to further explain the study. 
 


























APPENDIX C: PARTICIPANT CONSENT FORM  
University of North Carolina at Chapel Hill 
Consent to Participate in a Research Study 
Adult Participants  
 
You are being asked to take part in a research study examining parents’ lived experiences as 
participants in an early intervention for their toddlers with autism spectrum disorder (ASD).  You 
will participate in an interview sharing your perceptions about your experiences.  The 
information you share will be used to inform and design family-friendly early intervention 
models that are applicable to families’ daily lives. 
 
Consent Form Version Date: 3/16/21018 
IRB Study # 18-0458 
Title of Study: An Exploration of Parents' Perceptions Participating in an Intervention for their 
Toddlers with Autism Spectrum Disorder 
Principal Investigator: Jessica Amsbary 
Principal Investigator Department: School of Education Deans Office 
Principal Investigator Phone number: (XXX) XXX-XXXX 
Principal Investigator Email Address: xxxx@.unc.edu  
Faculty Advisor: Harriet Able 




What are some general things you should know about research studies? 
You are being asked to take part in a research study.  To join the study is voluntary. 
You may choose not to participate, or you may withdraw your consent to be in the study, for any 
reason, without penalty. 
 
Research studies are designed to obtain new knowledge. This new information may help people 
in the future.   You may not receive any direct benefit from being in the research study. There 
also may be risks to being in research studies.  
 
Details about this study are discussed below.  It is important that you understand this information 
so that you can make an informed choice about being in this research study.  
 
You will be given a copy of this consent form.  You should ask the researchers named above, or 
staff members who may assist them, any questions you have about this study at any time. 
 
What is the purpose of this study? 
 
The purpose of this research study is to examine and describe parental perceptions related to 
their experiences in an early intervention for toddlers with ASD.  Early interventions should be 
family-centered and family friendly, so it is important to gain an understanding of families’ 
perceptions of early intervention services.  The study seeks to identify parents’ perceived 
 
 143 
challenges and successes related to (a) the components of the intervention; (b) the parent 
coaching process used in the intervention; and (c) the contexts in which the intervention is 
delivered and used. This information will be used to inform future early intervention models to 
ensure usability and applicability to families’ daily lives.  
 
You are being asked to be in the study because you recently participated in a community-based 
early intervention program designed for toddlers with ASD. 
 
Are there any reasons you should not be in this study? 
You should not be in this study if you did not participate in the program. 
 
How many people will take part in this study? 
There will be approximately 16 people in this research study. 
 
How long will your part in this study last? 
Your active involvement in the study will be about 60 minutes discussing your experiences with 
the interviewer. There is no planned follow-up at this point in time, but you will be given a copy 
of your interview transcript for your review to determine accuracy of the transcript and allow 
you to provide additional feedback about any of the information you provided.  If you choose to 
do this, it may take another 15 minutes to 45 minutes. 
 
What will happen if you take part in the study? 
If you choose to take part in the study, you will participate in an interview and share information 
about your experiences in the early intervention program. With your permission, the interviews 
will be audiorecorded and transcribed. 
You may also choose to review the transcript from your individual interview and provide 
relevant feedback to the PI.  The interview questions will be asked with a series of optional 
probes about specific information related to each question.  You may share as much information 
as you like and may choose not to answer any question for any reason.   
 
What are the possible benefits from being in this study? 
 
Research is designed to benefit society by gaining new knowledge. The benefits to you from 
being in this study may be that you experience some of the interview questions as a reminder of 
the goals and strategies you worked on as part of the early intervention program.  It may be 
helpful to revisit these ideas and apply them to your daily lives.  You will also be helping 
improve experiences of future participants in the early intervention program. 
  
 
What are the possible risks or discomforts involved from being in this study? 
 
There are limited risks or discomforts involved from participating in this interview.  It is possible 
that your participation in the early intervention program was during a stressful time for you and 
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your family and the interview may remind you of that.  The researchers are hoping to minimize 
this discomfort by creating a conversational atmosphere and ensuring you that you may share as 
much or as little information as you are comfortable sharing. 
There may be uncommon or previously unknown risks. You should report any problems to the 
researcher. 
 
How will information about you be protected? 
Your privacy and confidentiality will be protected by keeping identifiable information in a 
separate file from additional data that only the PI will be able to access.  All data collected as 
part of this study will be assigned a de-identified unique number to this study and its linkage will 
be stored in the password protected folder.  You will also be asked to refrain from using your 
own and your child’s name during the interview and to use a pseudonym instead. No names will 
be included in the transcriptions. 
Participants will not be identified in any report or publication about this study. Although every 
effort will be made to keep research records private, there may be times when federal or state law 
requires the disclosure of such records, including personal information.  This is very unlikely, 
but if disclosure is ever required, UNC-Chapel Hill will take steps allowable by law to protect 
the privacy of personal information.  In some cases, your information in this research study could 
be reviewed by representatives of the University, research sponsors, or government agencies (for 
example, the FDA) for purposes such as quality control or safety. Under North Carolina law, 
researchers are required to report information about the abuse or neglect of a child or disabled 
adult to local or state authorities. 
Audio recordings of the interviews will be stored in a password protected drive using de-
identified numbers for each participant destroyed one year following the final publication or 
presentation related to these data.  The recording may be stopped at any point during the 
interview if that is your preference. 
Check the line that best matches your choice: 
 
_____ OK to record me during the study 
 
_____ Not OK to record me during the study 
 
 
What if you want to stop before your part in the study is complete? 
 
You can withdraw from this study at any time, without penalty.  The investigators also have the 
right to stop your participation at any time. This could be because you have had an unexpected 





Will you receive anything for being in this study? 
 
You will be receiving $50.00 for taking part in this study. 
 
Will it cost you anything to be in this study? 
 
It will not cost you anything to be in this study.  
 
What if you have questions about this study? 
You have the right to ask, and have answered, any questions you may have about this research. If 
you have questions about the study (including payments), complaints, concerns, or if a research-
related injury occurs, you should contact the researchers listed on the first page of this form. 
 
What if you have questions about your rights as a research participant? 
All research on human volunteers is reviewed by a committee that works to protect your rights 
and welfare.  If you have questions or concerns about your rights as a research subject, or if you 
would like to obtain information or offer input, you may contact the Institutional Review Board 




I have read the information provided above.  I have asked all the questions I have at this time.  I 































APPENDIX D: FIELD NOTES EXAMPLES 
 
 
Field Notes 002 – mother  
 
• Interview conducted in large, clean, comfortable home during the late morning 
• Mom very intelligent, well spoken, welcoming atmosphere…did not speak highly of 
child’s father  
• Challenges shared regarding home visits largely as a result of them occurring at father’s 
home  
• Brought out a number of visuals including books about going to the dentist, doctor, etc. 
• Very fond of interventionists – asked me to tell them she misses them (told her I would 
need to keep her confidentiality but would tell them generally) 
• Baby was home but grandmother was also in the home and tended to the baby  
• Mom lives in parents’ home with 2 children 
• Overall open, friendly, welcoming interview and interaction  
 
Field Notes 001 – mother 
 
• Interview conducted at my office conference room during the late morning 
• Prior to the interview, mom shared she was very “black and white” 
• Comfortable interaction and friendly, but a lot of discussion off topic  
• Large focus on ways to improve quality of life 
• Shared she was not focused on coaching because of that 
• Very into biomedical treatments and wished she had received more support in that regard  
• Teared up when discussing interventionists she worked with 
 
Field Notes 006 – Chinese-speaking mother and father 
 
• Interview conducted in comfortable home, friendly atmosphere during the early afternoon 
• English not first language but both parents were fluent in English 
• Child was present (and grandparents, younger sibling, and older sibling) – observed quite 
a bit of perseverative and self-stimulatory behavior (child rocking and on repetitive play 
on phone 
• Both parents actively contributed to the interview and agreed on answers  
• Family participated in a number of programs offered by the agency 
• Ongoing participation in research studies  
 
Field Notes 007 – Spanish-speaking mother and father 
 
• Interview conducted in small, neat, comfortable home during the early afternoon  
• Both parents contributed to interview with father helping with some language translations 
for mother & me (spoke English with better fluency than mother) 
• Parents very kind, generous, and gracious, mentioned their Christianity  
• Spoke of feeling valued in the intervention 
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• Child woke up from nap towards the end of the interview & played with phone…he 
approximated blowing kisses, but not very socially aware of me 
• Often referenced child “episodes” (behavioral outbursts) during interview  
 
Field Notes 017 – mother and grandmother 
 
• Interview conducted in small, comfortable, neat home in the early evening 
• Both mother and grandmother participated and agreed on answers – grandmother 
participated in the intervention because mother works full time 
• Small home for 4 children plus mother, furniture appeared worn 
• Child present, rocked intensely, then fell asleep 
• Older sister stayed in the room with us for most of the interview 
• Everyone very friendly and welcoming 
• Older brother played guitar while we were talking, came out from the back of the house 


































APPENDIX E: INTERVIEW PROTOCOL 
 
TEACCH for Toddlers Parent Interviews & Script  
 
Hello, my name is Jessica Amsbary, and I am a doctoral student at UNC- Chapel Hill. Thank you 
so much for your willingness to participate in this interview. 
In the following discussion, I hope to learn a bit about your experience participating in and 
implementing TEACCH for Toddlers (TFT) in your everyday routines and activities.  This 
information will be used for research purposes to inform TFT and other family-friendly 
interventions that include meeting families’ needs in facilitating their child’s development at 
home.  Please feel free to share as much or as little information as you would like and ask any 
questions that come to mind.   All the information you share will remain confidential and will not 
be linked to your family or child.  
I also want to ask you if it is okay if I use this audio recorder to record our conversation.  This 
will help me recall details when we are finished talking and as I’m typing up the transcript of our 
conversation.  Is this ok with you? 
And to thank you for your participation, you will receive a $50 gift card at the end of this 
interview.   
You may stop this interview at any point in time. Do you have any questions before we begin?   
   
1. Tell me about how you became involved in the TEACCH for Toddlers program.  
Probes:  
• How did you hear about TFT? 
• Can you walk me through how you decided to enroll in TFT? 
• What were you hoping to get out of TFT? Can you tell me why this was important to you 
at the time?  Tell me if, and how, these expectations were met or might have changed as 
you and your child went through TFT. 
 
2. What parts of TFT worked well or did not work well for you and your family? 
 
Probes: 
• Tell me a little about your understanding of the program itself.  The overall approach? 
Strategies?  
• Can you describe conversations you had with your provider in determining your child’s 
goals? How well did that work for you?  How did the TFT child goals match with what 
you wanted your child to learn? 
• Tell me a little about your parent goals.  How did those match what you wanted to learn?  






3. Tell me about how the parent coaching worked for you to learn to use TFT 
strategies. 
Probes: 
• What helped you understand how to use TFT to address your child’s goal(s)? Your parent 
goal(s)? Handouts? Coaching sessions? Provider modeling the strategies? 
• Can you share a specific example that helped you to learn to use TFT? 
• How did the 30-minute coaching sessions in clinic help you use TFT as part of your daily 
activities with your child? How about coaching sessions at home or elsewhere? 
• What aspects of the coaching were challenging in helping you learn to use TFT?   Can 
you walk me through something that was difficult for you to learn and use with your 
child? What would have been more useful to you personally? 
• Can you talk about your relationship with your provider? How did that impact your 
coaching and TFT experiences?   How did you feel about trying strategies or techniques 
with your provider present?  Tell me about the feedback he or she provided. Can you 
please describe some specific examples? What would have been more useful to you 
personally? 
 
4. Tell me about your feelings regarding where and when TFT was delivered and used. 
Probes: 
• Do you feel that TFT was delivered in appropriate locations (clinic and home) for you 
and your child to learn? Why or why not?  What, if anything, do you wish had been 
different in regard to location? 
• What were the benefits of the clinic visit(s) every week?  What were the challenges of the 
clinic visit(s)? 
• What were the benefits of the home visit provided every week? What were the challenges 
of the home visit? 
• Were you able to use TFT in your home and in the community outside of scheduled 
sessions? Do you feel that you are more likely to use TFT during your routines and 
activities? How did TFT match with your family’s daily routines and activities?  
• Describe if and how you used TFT as part of your daily activities with your child. Can 
you walk me though an example of using TFT as part of your day?  Can you give an 
example of a strategy or technique that was challenging to use as part of your day? What 
might have helped you with that? 
• How did you feel about the time frame of TFT? Do you think the duration of TFT should 
have been longer/shorter?  Do you think the length of individual sessions should have 











• Tell me about some things your child learned or gained after being a part of TFT. Does 
your child behave differently or participate in any new activities? 
 




• How has TFT helped you interact with your child? 
• Is there anything you feel you have learned regarding your child’s developmental and 
learning characteristics?  
• How has TFT impacted your daily lives (everyday routines and activities) for your child 
and family? 
 
7. If you were to participate in a program similar to TEACCH for Toddlers again, 




• Would you want more information about any specific content matter? Would you want 
more specific info related to ASD? 
• What are your thoughts about more family members (siblings and/or additional 
caregivers) being actively involved in the program? 
• What are your thoughts on including regular parent meetings to share stories, ideas, 
successes, and struggles?  
• What are your thoughts on using videotaping as part of the coaching process? 
• Given your experiences, how might TFT have been improved? 
 
This is the end of our interview.  Is there something else you would like to share? 
Thank you for speaking with me.  The information you shared is very valuable to understanding 







APPENDIX F: PARTICIPANT DEMOGRAPHIC FORM 
 
Informant:            Mother         Father             Legal Guardian (not mother or father)    
Information about your child: 
 




Race (Check one or more)     Hispanic Ethnicity 
   White                 Hispanic or Latino/a? Yes   No   
  Black or African American 
  Native American or Alaskan Native   Child Current Diagnosis 
   Asian       Autism/Autism Spectrum 
Disorder 
  Pacific Islander or Native Hawaiian   Developmental Delay 
  Other (specify) ______________________  Other (specify) 
_________________ 
  Unknown      Unsure/No current diagnosis 
   
 
Information about you: 
 
Gender        Male             Female   Hispanic Ethnicity 
        Hispanic or Latino/a?  Yes   
No   Unknown 
Race (Check one or more) 
  White             
  Black or African American 
  Native American or Alaskan Native 
  Asian  
  Pacific Islander or Native Hawaiian 
  Other (Specify)________________________ 






Check one response for each item below. 
 
1. Age: 
a. Mother/Mother Figure:  ___ ___ (yrs)          N/A: Not in household. 




2. What is the total number of children that live in your home? 
 
  1   
  2   
  3 or more (please specify) ___________________ 
 
3. Language(s) spoken at home (check all that apply): 
  English   
  Spanish   
  Other (specify) ___________________ 
 
3. Do any of your other children have a diagnosis of Autism Spectrum Disorder? 
  Yes     No      Not applicable 
 
 
4. Aside from TFT, have you received any educational or behavioral intervention training 
specific to Autism Spectrum Disorder?  
  Yes                         No 
 






5. How comfortable are you with using autism-specific strategies? 
 Very comfortable. I know about autism-specific strategies and I use them often. 
 Somewhat comfortable. I know about autism-specific strategies and I use them 
sometimes. 
 Somewhat uncomfortable. I know about autism-specific strategies, but I am not sure 
how to use them.    
 Very uncomfortable. I don’t use autism-specific strategies.   
  
6. Your TFT child currently attends: (Check ONLY ONE) 
  Day Care only 
  Regular public preschool 
  Regular private/parochial preschool 
  Special Class in regular school for children with developmental disabilities 
  Special School for children with developmental disabilities 
  Other (please specify) ________________________________ 
  None 
 
7.    Your highest level of education completed: 
  Advanced graduate or professional degree  
  College graduate  
  Some college or 2 yr. degree 
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  High school graduate or GED 
  Some high school 
  Eighth grade or less 
  I do not wish to answer this question 
 
8.  Estimated combined household income:  
  More than $90,000 
  $60,001 - $90,000  
  $40,001 - $60,000 
  $20,001 - $40,000 
  Less than $20,000 






































APPENDIX G: DESCRIPTIVE CODEBOOK 
 
Table 3.3 
Descriptive Code Book 
Code Definition Group (if 
applicable) 
Child benefits/outcomes Related to child gains following intervention Child 
Characteristics 
Child development & 
behavior 
Related to general comments about child development  
or child behavior  
Child 
Characteristics 
Child goals Related to goals developed for individual children  
as part of the intervention  
Child 
Characteristics 
Clinic visits Related to experiences in the clinic Context 
Collaboration Related to working together with interventionists Parent Experiences 
Diagnosis Related to the process of getting a diagnosis of ASD  
for children  
Child 
Characteristics  
Educating others Related to teaching others about ASD Parent Experiences 
Enrollment decision Related to reasons why a family enrolled in  




Related to what the family expected when the  
intervention was complete  
 
Family stress Related to feelings causing stress for the family Parent Experiences 
Family style Related to the structure, dynamic, preferences,  
and daily lives of families 
Parent Experiences  
Feelings of comfort Related to feeling comfortable in a given situation Parent Experiences 
Home visits Related to intervention sessions in the home Context 
Individualized Related to services that were personalized  
for a child or family 
Child 
Characteristics 
Interventionist(s) Related to the individuals delivering the intervention   
Involving others Related to the inclusion of other family members,  
siblings, friends, relatives in the intervention  
 
Most helpful in future Related to things families would desire from the  




Related to understanding and using preschool  
special education services 
 
Other therapies Related to other services the child was receiving in  
addition to the intervention  
 
Parent benefits/outcomes Related to parent gains following intervention  Parent Experiences 
Parent coaching Related to the coaching process in which parents  
participated in the intervention  
Parent Experiences 
Parent goals Related to goals developed for individual parents  
as part of the intervention  
Parent Experiences 
Parent groups Related to feelings regarding having planned parent  
support groups for discussion of challenges/successes 
Parent Experiences  
Payment/Cost Related to experiences with billing and payment  
for the intervention  
Context 
Program Components Related to specific parts of the intervention such  
as strategies and materials 
Components 
Quality of life Related to overall family experience and ease  




Schedules & Establish 
routines 
Related to establishing consistency, schedules 
and routines for children 
Components 
Strategies Related to specific intervention approaches to target child 
goals  
Components 
these people cared about 
my son 
In-vivo expression about genuine feelings  Parent Experiences 





Related to feelings about being videotaped interacting with 
their child as part of the coaching process 
Parent Experiences 








































APPENDIX H: THEME AND SUBTHEME TABLE 
 
Table 3.4 
Theme and Subtheme Table 
Theme 
 













Pertaining to parents’ 
perceptions of specific 
strategies and 
approaches that worked 
well for their child and 
families 
Before we got help, we didn’t 
know what to do. They taught us 
that he needs structure.  
 
Integrating the pictures helped a 
lot, it really helped us to establish a 
schedule for him, too. 
 
Before he went into the program, 
he was completely nonverbal and 
after using the pictures, he started 
to understand how to communicate 
with initial sounds of words. 
 
That was very helpful, before you 
begin another task, you’re helping 
them learn purposefully about a 
left to right system - you bring out 
the activity, they do it and then 





Pertaining to parents’ 
perceptions of paper 
copies of homework 
sheets provided to them 
in helping them learn to 
use the strategies. Also 
pertaining to perceptions 
of benefits of receiving 
information as a paper 
copy. 
I actually think homework is a very 
important part. It reinforces us to 
do it. We have a checklist so we 
know to do it…otherwise we 
would forget. 
 
I remember doing worksheets with 
[staff], and I think it was very 
helpful with [home] sessions that 
there was homework because it 
holds you accountable. 
 
Yes, and we have to fill out the 
form of what the reactions, what 
our experiences were on that 
homework, and give some 
feedback, and we would discuss 






Need for Next Steps Pertaining to parents’ 
perceptions regarding 




in the intervention  
I just felt like I still could’ve used a 
little more guidance. Maybe do 
this, this, or this, you know. And 
they did tell me that verbally, so 





And I think also kind of gearing it 
towards different levels of autism 
would be helpful, because again, if 
we were having really big issues 
with her, then we would have 
wanted to see someone more 
frequently. But, it does go back to 
kind of when we had that exit 
interview with [staff], it was kind 
of like, oh what do we do know? 
Now we’re on our own, what are 
we supposed to do, what are we 
supposed to do? Because you kind 
of felt like, like, I think there needs 
to be more of a phase out or 
something. 
  
Oh yeah, I don’t know, what to 
expect next or what to do.  
 
 Need for Additional 
resources  
Pertaining to parents’ 
perceptions of 
components and 
information that would 
have enhanced the 
intervention  
Parent groups: 
DAD: Sometimes we talk about us 
not having friends, and I thought, 
hey, maybe we can make friends 
with other parents of kids with 
autism.  
MOM: Yeah, I think it would be 
good talking to other parents 
because you can learn. You may 
have some questions, and maybe it 
happened to them and they can tell 
you, ‘here is what I did’, I think 
that would be helpful.  
 
I think the parents are already there 
so you have a captive audience, but 
not all parents would be receptive. 
You don’t want to force them, they 
might want to use that time to 
work remotely. 
 
So, I think even there’s the 
structure for the child, but I think 
there should be a little bit more 
structure for the parents.  
 
Simple/direct information: 
There’s always a lot of information 
on the internet and you really don’t 
know what’s true and what’s not 
true, but as a parent you want to do 
the best you can. 
 
I don’t know, but it would be good 
for people that are in a child’s life 




Definitely, we need more 
information about autism. 
Especially when he grows up 
because when he grows up to be a 
kindergarten and a first grader, we 
do not have any idea about what he 
will be and how we can cooperate 
with him or help him to do better, 




That would be a good idea to have 
siblings involved with their other 
siblings, especially if they’re close 
in age, it would help with the 
dynamic. 
 
They would involve the younger 
sibling and it was wonderful 
because the sibling was the peer 
for her older daughter. So they 




I wish they could’ve print out a 
monthly calendar of the times that 
we would meet. I know their 
scheduling was not as flexible as 
mine, but it would help just to have 
that tentative monthly printout as 
opposed to me trying to remember 
it because my mind is just like all 
over the place. 
 
If there was like a library that 
parents could check books out, I 
would take advantage of it. 
 
School System 
I think that for me, dealing with the 
school system has been a 
challenge, knowing how it works 
and knowing how you can push 
back when you’re not getting what 
you want, what your rights are. I’m 
not saying there aren’t resources 
out there for you, but I feel like it’s 
too important not to really educate 
parents when you have that point 
of contact in early intervention. 
 
I’ve been thinking about this. 
When he transitions to a school, 
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we worry about the bullying and 
all that kind of stuff. We want 







Different ideas about child 
and parent goals 
Pertaining to parents’ 
perceptions of their 
child and parent goals 
and their reported mixed 
levels of involvement in 
the development process 
Appropriate child goals 
I really appreciated that [staff’s] 
goals were specific to what the 
program should be offering, the 
social and communication.  
 
I think they were interested in the 
kinds of things I wanted to work 
on or that I found problematic. 
 
Lack of involvement in child goals 
My response to the goals that 
[staff] gave us was to defer to her - 
I think I was probably just open to 
more guidance, like who am I to 
tell you what my kid needs? I think 
you probably have a better sense of 
what he needs to be working on. I 
think I didn’t know enough to 
really have a strong opinion on 
what he should or should not be 
learning in this program. 
 
I basically was just looking for 
them to tell me what they 
provided. 
 
Lack of parent goals  
Probably not, I don’t really 
remember, because again, it was 
very overwhelming. 
 
Well, I would say that my goal was 
to try to understand him, because 
he didn’t talk for a while, and I 
didn’t understand the sign 
language his speech therapist was 
teaching him. 
 





Helpful observations Pertaining to parents’ 





Someone could talk to me all day 
long, and if it doesn’t click, it 
doesn’t click, but if I see it after 
we’ve spoken, then it just really 
helps me learn. 
 
It was helpful to see her just 
interacting, you could always ask 
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questions, if you had a question or 
needed something addressed 
 
Seeing them in the clinic, how 
strategies were used in the clinic 
was directly helpful.   
 
Useful feedback Pertaining to parents’ 
perceptions of learning 
from feedback they 
received through parent 
coaching in intervention 
sessions 
They were very supportive, I did 
not feel that they were judging at 
all. 
 
They were always very kind to me 
- but you know, they would 
absolutely give me tips or you 
know, hey you might want to try it 
this way or you know or hold onto 
it a little you know whatever the 
case may be so, they were very 
helpful with their feedback. 
 
And all things that I told that I had 
questions about, or if I wanted to 
learn how to do something, they 
always had an answer for how to 




Pertaining to parents’ 
perceived strong 
relationship with the 
interventionists and 
qualities possessed by 
the interventionists 
What I felt coming out of the 
program when [child] finished, 
was these people cared about my 
son and cared about our family and 
our success. 
 
Their attitude was always helpful. 
They were very nice, kind, and 
patient. They answered all of our 
questions. We were very pleased. 
My wife felt a sentimental 
attachment. 
 
When [home staff] would come 
into our house, I think he was 
really good. He knew what he was 
talking about.  
 
That kind of personalized attention 
and remembering made it feel like 
they really were here for me. You 
really are trying to tailor this to 
what my kid is into and likes. 
 
Coaching in Multiple 
Locations 
Pertaining to parents’ 
perceived benefits to 
engaging in a parent 
coaching in both clinic 
and home-based settings  
Clinic 
I think doing it in clinic was more 
helpful than home visits because I 
think my child was a little more 
focused in the clinic with the 




An amazing thing that they did is 
they allowed [child’s] preschool 
teacher and preschool director to 
come observe an in clinic 
session...the actually participated 
in coaching, it was amazing 




He was really specific. I thought it 
was helpful because I needed to 
learn how to do it. So, he told me 
on the first session “I’m going to 
show you how today, but the next 
session, I’m going to lead you,” 
and at the next session he said 
“okay you’re going to do it today, 
you can do this.” So, I learned how 
to do it and I started learning how 
to work with my son. That helped a 
lot. 
 




strategies as a result of 
parent coaching in the 
intervention; Parent 
reports of effective 
capacity building 
It built my confidence, I think 
that’s just so important for them to 
know that they are helping parents 
build their confidence. 
 
We are feeling more confident 
because we are learning more 
about kids with ASD. We feel 
stronger. 
 
They helped me figure out how to 
communicate with my child, it was 
great. It was like learning another 
language really. 
 
I definitely feel a lot more capable 






Mixed feelings during 
practice 
Pertaining to parents’ 
perceived comfort level 
while practicing the 
intervention strategies  
Comfortable 
I think, I found doing it the most 
helpful. 
 
Yeah, it was fun.  I was 
comfortable. 
 
Seeing the model, and being able 
to do it myself was definitely really 
crucial for us to keep on trying to 
do things at home. 
 
Feelings of discomfort: 
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I think it’s intimidating having 
people who really know what 
they’re doing watching you figure 
it out and you’re clueless. 
 
Varying Success Using in 
Daily Routines 
Pertaining to parents’ 
abilities to use and apply 
the intervention 
strategies during their 
daily routines and 
activities 
Success 
Transitioning into the car was 
really hard, she always screamed, 
but we set up a system where she’d 
find little characters, and she’d 
have a little sheet to put them on 
and it led her wherever we wanted 
her to go. That worked great. 
 
We want to take him to go out, 
[home staff] taught us to show him 
the shoes. And now he understands 
that it’s time to go outside when 
we bring him his shoes. 
 
In coaching, I learned to sit face to 
face with him to facilitate 
engagement. We’ve been doing it 
in story time now, we sit across 
from each other. 
 
Challenges: 
I mean, you have to be ultra-
prepared. We are not a family of 
routine at all...we wake up 
different hours each day, we do 
different things throughout the 
day...it just never happened, we 
never did it 
 
I would just say it’s different from 
learning it and listening and 
understanding if - Ok, if I 
implement this, then then going 
ahead and actually implementing it 





Appropriate Locations Pertaining to parents’ 
perceptions about 
service delivery in the 
home and clinic 
locations; benefits and a 
few challenges to each 
location 
Benefits to both settings:  
I thought it was great. That way 
they’re able to be in a more social 
setting with kids and then come to 
the home and talk about more 
things you could do there. 
 
Yeah, both were different, so I like 
both. 
 





It was just good to see the structure 
in clinic because that’s how we 
tried to tailor our home. I definitely 
liked the in-clinic, it was important 
for us. 
 
They try to make the classroom 
similar to how it is at school so that 
helped him know how school 
works. I like that the clinic started 
to make him feel comfortable with 
how it was going to be at school. 
That helped a lot. 
 
It was good for him to interact with 
the other kids in a consistent 
routine. 
 
It’s such a controlled environment, 
you can do so much in there that 
you can’t do somewhere else. 
 
Clinic Challenges: 
Separation was an issue for him 
and it was an issue for me because 
it was an issue for him, so having 
to walk out of a room and leave 
him when he didn’t want me to 
was hard. 
 
Well, you know, I mean a drive to 
the clinic is certainly no small feat 
for the number of days and weeks 
that we did that. 
 
Home benefits: 
It’s one thing when you’re in the 
clinic setting when they’re a little 
more focused, but here when 
we’ve got toys everywhere it was 
nice to kind of learn how to do the 
same thing here. 
 
I think it’s just more personable 
when you’re in your own 
environment. 
 
Because at home, they taught us 
how to use what we have at home 
for him to communicate with him 
or play with him, things like that. 
 
Home challenges: 
I think the only thing for me was 
getting the home prepared. I mean, 




I do remember thinking, this would 
need to be a little bit different for 
me to keep going with this and to 
find that it’s applicable to our 
situation and like usable. 
 
Adequate session lengths Pertaining to parents’ 
perceptions about the 
individual session 
lengths being an 
appropriate amount of 
time  
His attention span really wouldn’t 
allow for anything longer. If we 
had gone over time in clinic, then it 
would’ve just been a struggle to 
keep him focused. 
 
I feel like that was really good – he 
tolerated it pretty well - I don’t 






Scheduling Challenges Pertaining to parents’ 
perceived challenges in 
making time to attend 
sessions and implement 
the intervention. 
The time is fixed and that is a big 
challenge. My child was in a 
preschool program, and he had 
to skip the morning program. 
 
Well, I went back and forth 
because I wasn’t sure if we could 
do it. We were already doing three 
days a week of therapy so it 
seemed like it could be 
overwhelming. 
 
That was the main thing. I wish I 
could have been here. But my 
mom, she loved everything that 
[home staff] did. 
 
It would have been great if we both 
could have attended, but that’s just 
not realistic because we both work.  
 
Limited Duration Pertaining to parents’ 
perceived desire to 
remain in the 
intervention for a longer 
period of time.  
I wasn’t aware that it was going to 
end. I know they probably told me 
in the beginning, but maybe I 
wasn’t listening. I was shocked it 
was ending, I didn’t want it to. 
 
I think 12 weeks is a little bit short. 
 
I’m not sure if this time is enough 
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